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Abstract
Objectives: Time perspective refers to a process that attempts to make sense of 
everyday experience by drawing on memories, present experiences and predicted 
future outcomes (Zimbardo & Boyd, 1999). A time perspective that is more balanced 
and able to flexibly move between time orientations (i.e. past, present, future) is 
hypothesized to be more adaptive than one that is dominated by one time orientation. 
Previous research has found that both mindfulness and balanced time perspective are 
associated with greater subjective well-being. The present study examined whether 
balanced time perspective mediated the positive relationship between mindfulness 
and subjective well-being (SWB).
Method: A cross-sectional online questionnaire design was employed. Two hundred 
and seventy five participants completed measures of mindfulness (Five Facets of 
Mindfulness Questionnaire short-version), time perspective (Zimbardo’s Time 
Perspective Inventory) and cognitive and emotional indicators of SWB (Satisfaction 
With Life Scale; Scale of Positive and Negative Experience).
Results: Pearson’s correlation coefficients revealed that higher levels of mindfulness 
were significantly associated with greater SWB and balance in time perspective 
profiles. Greater balance in time perspective profiles was significantly associated 
with greater SWB. Balanced time perspective was found to be a mediator of the 
relationship between mindfulness and SWB. Evidence for an additional mediation 
pathway was found, and suggested that higher levels of mindfulness positively 
influences SWB, through decreasing levels of the time perspective dominated by a 
past-negative orientation.
Conclusions: Although the cross-sectional design limits causality conclusions, these 
findings suggest that the development of mindfulness may positively influence SWB,
through promoting balance in time perspective profiles or through decreasing the 
negative influence that a time perspective dominated by the past-negative orientation 
has on SWB. The clinical implications of these findings for SWB enhancing 
interventions are outlined.
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1. Introduction
‘Time perspective’ is a construct argued to be an important aspect of a 
person’s experience of time and to play an important role in well-being (Lennings, 
1996; Lewin, 1951). This paper focuses on time perspective as conceptualized by 
Zimbardo and Boyd (1999); that is a cognitive process that attempts to make sense 
and give order to everyday experience by drawing on past memories, present- 
moment experiences and speculated future outcomes. Recent research has shown that 
a time perspective that is balanced and can be flexibly used according to the 
environment an individual is in, is more conducive to subjective well-being than a 
time perspective focused strongly towards one orientation, such as the past, present 
or future (Drake, Duncan, Sutherland, Abernethy & Henry 2008; Boniwell, Osin, 
Linley, & Ivanchenko, 2010; Zhang, Howell & Stolarski, 2013). The clinical 
implications of this research are that promoting balance and flexibility in a person’s 
time perspective profile might enhance a person’s sense of well-being, yet little is 
known about how best to achieve this. Recent research has suggested that increasing 
an individual’s levels of mindfulness might be one way for balanced time perspective 
to form, yet more clarification of the processes underlying this relationship is needed 
(Drake et al., 2008; Vowinckel, 2012). The aim of the current study is therefore to 
collect empirical evidence to examine this relationship in more detail, in an attempt 
to further the field.
1.1. Time perspective
Time perspective is a complex construct and researchers have proposed
multiple ways to define and measure it (Lennings, 1996; Lewin, 1951; Zimbardo & 
Boyd, 1999). Whilst acknowledging the complexity of the construct and the different 
measurement approaches, Zimbardo and Boyd’s (1999) model of time perspective
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has been chosen to operationalize the construct in this study because it has been well 
validated, theoretically and empirically. Boyd and Zimbardo describe time 
perspective in relation to an unconscious cognitive process “whereby the continual 
flows of personal and social experiences are assigned to temporal categories, or time 
frames, that help to give order, coherence, and meaning to those events" (2005, p. 
1271). They developed the Zimbardo Time Perspective Inventory (ZTPI; 1999) to 
measure different dimensions of time perspective. They proposed five distinct ways 
that the past, present and future are used to make sense of our experiences, each with 
associated attitudes towards time that influence behaviour and judgment in different 
ways. The five time perspectives are: past-positive (a tendency to focus on the past in 
a fond way); past-negative (a gloomy past-orientated view, whereby negative aspects 
of the past are focused on); present-hedonistic (a gratification-seeking orientation 
towards the present); present-fatalistic (a resigned and despondent present-focused 
view); and future (a life view governed by hypothesised future outcomes).
1.1.1. Reliability and validity of Zimbardo and Boyd’s time perspective 
inventory. In the original validation paper (Zimbardo & Boyd, 1999) each sub-scale 
of the inventory demonstrated adequate to good internal reliability (i.e. a=.83, .72, 
.81, .73, .75). The same five time perspective structure has been replicated, also with 
adequate to good internal reliability, in numerous countries («=24 countries; Sircova 
et al., 2014). In addition, associations found in previous research between individual 
time perspectives and related constructs provide some information about construct 
validity. For example, the future time perspective is positively correlated with goal 
planning, the personality trait conscientiousness (the tendency to be self-disciplined, 
diligent and methodical; Costa & McCrae, 1992), impulse control and consideration 
of future consequences (Zimbardo & Boyd, 1999). Contrastingly, the present time
perspectives are negatively correlated with consideration of future consequences and 
impulse control, and positively correlated with behaviours regarded as lacking future 
consideration, including driving dangerously and smoking (Beek, Berghuis, Kerkhof, 
& Beekman, 2011; Keough, Zimbardo & Boyd, 1999; Zimbardo & Boyd, 1999; 
Zimbardo, Keough, & Boyd, 1997). The past-negative time perspective has been 
found to be positively associated with depression and anxiety; and negatively 
correlated with conscientiousness, whereas the past-positive is positively associated 
with self-esteem and conscientiousness (Beek et al., 2011; Zimbardo & Boyd, 1999).
1.1.2. Time perspective interventions to enhance well-being. The theory 
underpinning the development of someone’s time perspective profile, is that whilst 
individual differences in time perspective profiles are relatively stable, similar to 
personality traits they are not fixed, and are influenced by a range of dynamic factors 
including familial, society, and cultural beliefs and values, alongside environmental 
factors such as changes in society and life stressors (Seginer, Vermulst, & Shoyer, 
2004; Zimbardo & Boyd, 2008). In addition, specific time perspective orientations 
have been shown to correlate with age (i.e. negatively with future, Hamilton, Kives, 
Micevski, & Grace, 2003).
Individual time perspective profiles have been correlated with different 
aspects of subjective well-being (SWB), although no consistent pattern exists. 
Generally, greater SWB (i.e. greater positive affect, life satisfaction, and lower 
negative affect) tends to be most strongly associated with higher levels of the past- 
positive time perspective orientations, and to a lesser extent with the future and 
present-hedonistic orientations, whereas the opposite relationship is usually found 
with the past-negative and present-fatalistic time perspectives (Boniwell et al., 2010; 
Drake et al., 2008; Vowinckel, 2012; Zhang et al., 2013). It could be argued therefore
that modifying the extent that specific time orientations have over individuals’ 
overall time perspective profiles, might establish the causal relationship between 
time perspective and well-being.
Health promoting interventions attempting to reduce risky behaviours (i.e. 
little physical activity, unsafe sex) by increasing the influence that a specific time 
orientation has on someone’s time perspective profile, provide some support for this 
idea (e.g. Hall & Fong, 2003; Richard, van der Pligt, & De Vries, 1996). Please see 
Chapter One for a review of these interventions. A major assumption of these 
interventions is that increasing or decreasing a person’s orientation towards one 
particular time perspective frame (i.e. future), is desirable regardless of that person’s 
pre-intervention profile. Yet, emerging research indicates that a time perspective 
profile that is more balanced and less dominated by a particular time frame is the 
most desirable time perspective profile, and is referred to as a balanced time 
perspective (Boniwell & Zimbardo, 2004; Zimbardo & Boyd, 1999; 2008).
1.2. Balanced time perspective
Zimbardo and colleagues proposed that a balanced time perspective (BTP) is 
more likely to be associated with greater well-being since it offers the ability to 
flexibly move between time perspective frames according to environmental needs. In 
relation to the Zimbardo Time Perspective Inventory (ZTPI), Zimbardo and Boyd 
hypothesised that a balanced and flexible time perspective profile comprised of low 
levels of the past-negative and present-fatalistic orientations, and moderate to high 
levels of the past-positive, present-hedonistic and future orientations (1999; 2008). 
Building on these ideas, Zimbardo, Sword, and Sword (2012) developed time 
perspective therapy which aims to change the dominant focus that the past-negative 
orientation has in posttraumatic stress disorder (PTSD), by promoting greater
influence of the past-positive, present-hedonistic and future time perspective frames.
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The primary goal of time perspective therapy is to cultivate balance and flexibility in 
someone's overall time perspective profile, therefore harnessing the theoretical ideas 
behind BTP. A pilot trial («=28) observed significant decreases in levels of PTSD, 
anxiety, and depression symptoms at the end of treatment. Although there was no 
control group for comparison and clients did not complete the same assessment 
measures, this research provides preliminary evidence for the effectiveness of time 
perspective therapy in treating PTSD and promoting well-being. Furthermore, this 
research contributes to the emerging argument in favour of the clinical utility of 
cultivating balance in time perspective profiles. However, until recently there was 
little consensus on how best to operationalise BTP, making it difficult to empirically 
examine the influence of BTP on well-being.
Three methods for statistically measuring balanced time perspective (BTP) 
with the ZTPI, are based on Zimbardo and Boyd's original hypothesis for BTP 
described above (Boniwell et al., 2010; Drake et al., 2008; Stolarski, Bitner, & 
Zimbardo, 2011). Drake et al.’s (2008) method (the “cut-off” method) involves 
calculating average sub-scale scores for the sample in question, then dividing these 
into percentiles to identify the scores that fall in the low (<33rd), moderate 
(>33rd<66th) and high (>66th) percentiles. Participants with low scores on the past- 
negative and present-fatalistic, and moderate-high scores on the past-positive, 
present-hedonistic and future orientations, are categorised as having a BTP. Boniwell 
et al. (2010) used a hierarchical cluster-analysis to explore typical clusters of time 
perspective profile patterns in a sample of participants. The cluster closest to the 
criterion of Zimbardo and Boyd is categorised as having a BTP. However, Boniwell 
et al. (2010) categorised the cluster that had above-average scores on future and past-
positive, below-average scores on the present-hedonistic, and low scores on past- 
negative and present-fatalistic, which does not quite match the optimal profile 
suggested by Zimbardo and Boyd. Instead of a categorisation, Stolarski et a l ’s 
(2011) operationalisation calculated the difference between a participant’s observed 
score on a time perspective sub-scale and a hypothesised score on the same sub-scale 
(derived from the optimal profile; Zimbardo & Boyd, 1999;2008). This process is 
repeated for each sub-scale and leads to an overall score called the deviation from a 
balanced time perspective score (DBTP; see Appendix A for a detailed summary 
comparing these operationalisations).
Another method, not based on the ZTPI, measures BTP using a 28-item 
questionnaire that assesses past and future orientations equally, but contains no 
specific items about the present (Balanced Time Perspective Scale [BTPS]; Webster, 
2011). People are categorised as: reminiscers (focused on the past), futurists (focused 
on the future), time-restrictives (little focus on past or future) and time-expansives 
(focused on both past and future), with the latter known as the BTP category. 
However, ZTPI research has demonstrated that past, present and friture time 
perspective frames are distinct, indicating that they require separate assessment 
questioning the validity of Webster’s operationalisation. Therefore in the current 
study, the method suggested by Stolarski et al. (2011), the deviance from balanced 
time perspective (DBTP), was chosen to operationalise BTP.
1.2.1. Balanced time perspective and subjective well-being. The above 
research also provides empirical support for the hypothesised relationship between 
balanced time perspective (BTP) and subjective well-being (SWB) by demonstrating 
a positive correlation between these constructs (Drake et al., 2008; Boniwell et al., 
2010; Zhang et al., 2013). Drake et al. (2008) found that participants possessing a
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BTP were significantly happier than those with other compositions of time 
perspective profiles, although the sample size in the BTP group was small (BTP 
72=13; non-BTP 72=247; f=5.04, df=\2, p= 0001). Boniwell et al. (2010) also found 
positive associations between BTP, life satisfaction and positive affect, and negative 
associations between BTP and negative affect. For the above research, Drake et al. 
(2008) used a single measure of subjective happiness, whereas Boniwell et al. (2010) 
measured emotional (positive, negative affect) and cognitive (life satisfaction) 
aspects. Given that the evaluation of SWB is argued to include both emotional and 
cognitive aspects, Diener argues that studies need to assess both aspects (Diener, 
2009). Zhang et al. (2013) found the deviance from balanced time perspective 
(DBTP) to be a stronger predictor of emotional and cognitive SWB measures (life 
satisfaction, positive and negative affect), than either Drake et a l ’s (2008) or 
Boniwell et al.’s (2010) operationalisations, and more highly correlated with SWB 
measures than individual time perspective frames. However, the cross-sectional 
design of these studies means that questions remain about the direction of influence 
between a balanced time perspective and SWB. Further understanding might be 
gained from looking at the processes underlying the discipline of mindfulness, since 
emotional and cognitive flexibility is considered important in facilitating positive 
changes in well-being that are observed in mindfulness interventions (e.g. Shapiro, 
Carlson, Astin, & Freedman, 2006).
1.3. Mindfulness
A generally accepted definition of mindfulness is “the awareness that arises 
through paying attention in a particular way: on purpose, in the present moment, and 
non-judgmentally” (Kabat-Zinn, 1994, p. 4). In this study, mindfulness is used to 
refer to the characteristic way that someone tends to be mindful in everyday life,
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which is sometimes referred to as trait or dispositional mindfulness in other studies. 
A type of meditative practice involving noticing internal and external experiences in 
a non-judgmental way can cultivate mindfulness (Brown, Ryan & Creswell, 2007). 
This meditative practice forms a major part of most mindfulness interventions (i.e. 
mindfulness-based stress reduction, MBSR; Kabat-Zinn, 1982). There is growing 
evidence for a positive relationship between mindfulness and numerous indicators of 
well-being (i.e. autonomy, positive and negative affect, life satisfaction, self- 
actualisation; Baer et al., 2008; Brown, Kasser, Ryan, Linley, & Orzech, 2009; 
Brown & Ryan, 2003). Mindfulness-based interventions have been shown to be 
moderately effective in treating a range of psychological problems, including anxiety 
and depression in clinical populations (Hofmann, Sawyer, Witt & Oh, 2010). There 
are several questionnaires for assessing mindfulness, including single-dimensional 
(i.e. present-moment awareness; Mindfulness Attention Awareness scale [MAAS]; 
Brown & Ryan, 2003) and multi-dimensional measures (i.e. Five Facet Mindfulness 
Questionnaire [FFMQ]; Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006). 
Mindfulness models conceptualise mindfulness as a complex process involving 
interactions between a number of components, including cognitive, affective and 
neurological processes (Shapiro et al., 2006; Carmody, Baer, Lykins, & Olendzki, 
2009), so arguably, single-dimension questionnaires fail to capture its complexity.
In an intervention study, there was some evidence to suggest that greater 
cognitive flexibility partially mediated the relationship between higher levels of 
mindfulness and greater well-being (indicated by less psychological distress) 
(Carmody et al, 2009). According to these researchers greater flexibility in 
behavioural and cognitive processes enables individuals to “choose, create, or 
modify environments to suit their needs” (Carmody et al., 2009). Therefore, it could
be argued that the development of mindfulness might enable a person to gain greater 
flexibility and balance in their time perspective profile, which enables more ability to 
focus on those aspects of time perspective appropriate for what they are doing at a 
given moment. Cognitive models of anxiety propose that modifying information 
processing systems to decrease bias towards threat-based information ameliorates 
emotional distress (Beck & Clark, 1997; Matthews & Mackintosh, 1998), and these 
ideas have been empirically supported (i.e. Amir et al., 2009). Arguably, findings 
from this research indicates that a reliance on a certain type of processing limits 
functioning, which has important implications towards the study of time perspective 
since it strengthens the hypothesis that a biased time perspective is more 
dysfunctional, than one that is balanced and flexible (Boniwell & Zimbardo, 2004).
1.3.1. Mindfulness, balanced time perspective and subjective well-being. 
Researchers have begun to explore the hypothesised relationship between balanced 
time perspective (BTP) and mindfulness, and whether this is linked to subjective 
well-being (Drake et al., 2008; Vowinckel, 2012). Drake at al. (2008) found that a 
measure assessing one aspect of mindfulness, present-moment awareness (MAAS), 
positively correlated with BTP and the past-positive time perspective; negatively 
correlated with the past-negative, present-fatalistic and present-hedonistic time 
perspectives; and had no relationship with the friture time perspective. Furthermore, 
the small numbers of individuals classified as having a BTP («=13) were 
significantly more mindful, and happier, than those who did not have one («=247). 
The interpretations of these findings are somewhat limited since only one aspect of 
mindfulness was assessed.
Vowinckel (2012) examined difierent components of mindfulness, in relation 
to BTP and subjective well-being (SWB). Vowinckel calculated BTP using both the
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deviance from balanced time perspective method (DBTP; Stolarski et al., 2011) and 
the Webster Balanced Time Perspective scale (BTPS, 2011). Vowinckel correlated 
both measures of BTP, with mindfulness (shortened FFMQ; Bohlmeijer, Klooster, 
Fledderus, Veehof, & Baer, 2011) and one measure of SWB, life satisfaction (Diener, 
Emmons, Larsen, & Griffin, 1985). Overall mindfulness correlated positively with 
life satisfaction, both measures of BTP (DBTP and Webster time-expansives), and 
the present-hedonistic time perspective, but correlated negatively with the past- 
negative and present-fatalistic time perspectives, and was not correlated with the 
future or past-positive dimensions. The associations between BTP and individual 
mindfulness attributes were not examined, therefore it remains unclear which aspect 
of mindfulness BTP is most associated with.
An intervention sub-component of Vowinckel's study examined the 
hypothesis that mindfulness could promote balance in a time perspective profile. 
Following a MBSR course, no significant changes in Webster’s balanced time 
perspective measure were found, although numbers were small (MBSR «=33; 
control «=34) and participants were psychology students with no previous meditation 
experience. As previously mentioned, Webster’s measure also has questionable 
validity in assessing balanced time perspective. Furthermore, the theory 
underpinning balanced time perspective (BTP) stems from a large body of research 
using the ZTPI, therefore it could be argued that research needs to assess BTP with 
the ZTPI first, before moving on to other operationalisations. Given that the complex 
relationship between mindfulness, balanced time perspective, and SWB remains 
unclear, more research is needed before considering intervention studies. Examining 
the influence that BTP has in the observed relationship between mindfulness and 
SWB using mediation analysis might help to establish if increased mindfulness is a
possible pathway for BTP to form, and whether this pathway is associated with 
greater SWB. If so, this might provide a clinical rationale for conducting intervention 
studies to establish causality.
1.4. Hypotheses and aims
The aim of this study was to expand on previous research (Drake et al., 2008; 
Vowinckel, 2012) to develop understanding about the relationship between 
mindfulness, balanced time perspective and subjective well-being (for both its 
emotional and cognitive aspects; Diener, 2009). The study primarily examined 
whether balanced time perspective mediated the relationship between mindfulness, 
and subjective well-being. Previous research showed that greater mindfulness was 
associated with greater subjective well-being, and that greater balance in time 
perspective was associated with greater subjective well-being (i.e. Drake et al., 2008; 
Vowinckel, 2012). Therefore, the following predictions were examined:
(i) Mindfulness is positively correlated with subjective well-being.
(ii) Mindfulness is positively correlated with greater balance in time perspective.
(iii) Greater balance in time perspective is positively correlated with subjective
well-being.
(iv) Balance in time perspective mediates the positive relationship between 
mindfulness and subjective well-being (see Figure 1).
Mindfulness Overall subjective 
well-being
Deviance from 
balanced time 
perspective
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Figure 1. Hypothesised model with balanced time perspective (measured by the 
deviance from balanced time perspective score) as the mediator.
Another aim of this study was exploratory, examining the associations 
between mindfulness, its different facets, and individual time perspective frames, 
and how these relationships were associated with subjective well-being.
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2. Method
2.1. Design
A cross-sectional design was employed to explore associations between the 
study variables quantitatively at one point in time in a general population sample.
2.2. Participants
Data was collected using an online survey. Anyone who lived in the UK aged 
between 18-74 years-old was eligible to take part. A question in the demographic 
characteristics section asked where the participant was living to restrict the sample to 
UK residents.
To detect a correlation coefficient with a medium effect size between two 
variables (r=0.3) at the 5% significance level, 112 participants would be needed to 
obtain a power of 90%. Two hundred and fifty eight participants would be needed to 
detect a smaller effect (^0.2) (calculations using G*Power, v3.1.3). A sample size of 
78-162 should be sufficient to detect mediation at the 5% level with 80% power 
using bootstrapping methods (Fritz & Mackinnon, 2007). Therefore the current study 
aimed to recruit at least 258 participants.
2.3. Ethical considerations
The research was conducted in line with general British Psychological 
Society ethical guidelines and guidance about conducting online research (BPS, 
2007; 2010). In the unlikely event completing the questionnaires caused discomfort, 
local charities contact details were provided in the information sheet and survey, 
which participants were encouraged to use if needed. Data was stored securely in 
anonymised form and on a password protected computer, to be stored for up to ten 
years as required by the journal submitted to. The study was approved by the
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Faculty of Humanities and Social Sciences at the University of Surrey (see Appendix 
B for the ethical approval letter).
2.4. Measures
Copies of all the forms used for data collection can be found in Appendix C.
2.4.1 Mindfulness. The shortened Five Facet Mindfulness Questionnaire 
(FFMQ-SF; Bohlmeijer et al, 2011) was used to measure individual’s levels of 
mindfulness. This 24-item questionnaire was derived from a psychometrically 
validated 39-item Five Facet Mindfulness Questionnaire (FFMQ; Baer et al, 2006) 
developed from factor analyses conducted on items from previously validated 
mindfulness questionnaires. This identified five distinct aspects of mindfulness: 
‘Acting with awareness’ describes skills in attending to present moment activities, in 
a non-autopilot manner; ‘Observing’ is the ability to notice present moment events 
(internal or external); ‘Describing’ is the ability to label or verbalise internal 
experiences (i.e. sensations, feelings); ‘Non-judging’ describes taking a non- 
judgmental attitude towards ones thoughts or feelings; ‘Non-reactivity’ is an ability 
to allow thoughts or feelings to come and go (Baer et al., 2006). All sub-scales of the 
full version demonstrated adequate to good internal reliability (a=.87,.83,.91,.87,.75, 
Baer et al., 2006) as did the short version (a=.83,.81,.87,.83,.75, Bohlmeijer et al., 
2011). Expected correlations between the five facets and related concepts were found 
in community and student samples, demonstrating construct validity (Baer et al., 
2006; Bohlmeijer et al., 2011).
Participants were also asked to indicate whether they have ever or currently 
practise any form of mindfulness or meditation. If they answered in the affirmative, 
they were asked to indicate the form they typically practice, how often and for how 
long.
20
2.4.2. Time perspective
2.4.2.O. Tinte perspective frantes. The 56-item Zimbardo Time Perspective 
inventory (ZTPI; Zimbardo & Boyd, 1999) comprises of five sub-scales assessing 
the five time perspectives on a Likert scale (l=very untrue of me; 5—very true of me). 
Past-negative is measured by 10 items (e.g. “Painful past experiences keep being 
replayed in my mind ), past-positive by 9 items (e.g. “It gives me pleasure to think 
about my past ), present-hedonistic by 15 items (e.g. “I make decisions on the spur 
of the moment ), present-fatalistic by 9 items (e.g. “Fate determines much in my 
life”) and future by 13 items (e.g. “I make lists of things to do”). All sub-scales 
demonstrated adequate to good internal reliability (<x=.82,.80,.79,.74,.77) and were 
correlated with hypothesised associated psychological constructs indicating construct 
validity (Zimbardo & Boyd, 1999). Participants’ average sub-scale scores were 
calculated to give a measure for each of the five time perspective frames.
2.4.2.b. Balanced time perspective. The current study used the deviation from 
a balanced time perspective method (DBTP) created by Stolarski et al. (2011), for 
reasons set out in the introduction. This is based on Zimbardo and Boyd’s hypothesis 
that the optimal time perspective profile comprises of the following levels of each of 
the five time perspective frames: low past-negative and present-fatalistic, and 
moderate to high past-positive, present-hedonistic and future. From this, they argued 
that the optimal level of each time perspective frame could be translated into an 
optimal score on the corresponding ZTPI sub-scale. Using this hypothesis, in 
conjunction with previous research and a large cross cultural database, they 
determined the optimal point on each time perspective sub-scale as follows: 1.95 
past-negative, 4.60 past-positive, 1.50 present-fatalism, 3.90 present-hedonism, 4.00 
future. Stolarski et al. (2011) developed a formula to determine how far each person’s
21
observed sub-scale score deviates from the theorised optimal score for that sub-scale 
(below). This is achieved by subtracting from the observed calculated average sub­
scale score, the theorised optimal score, which is then squared, before the squared 
values for each sub-scale are added together, which are square rooted to achieve a 
final score. This method can be seen in the following formula (DBTP):
V((1.95-PN)2+(4.60-PP) 2+(1.50-PF) 2+(3.90-PH) 2+(4.00-F)2) 
PN=participant’s average score on the past-negative sub-scale, PP=past-positive, 
PF=present-fatalistic, PH=present-hedonistic, F=future.
The final score represents the extent that a person’s pattern of observed time 
perspective orientations deviate from Zimbardo and Boyd’s optimal profile, whereby 
a statistically balanced time perspective profile would yield a DBTP score of 0.
2.4.3. Subjective well-being. Different models of subjective well-being 
(SWB) exist, and a widely used one considers that life satisfaction and positive and 
negative affect are all necessary components to measure someone’s SWB (Busseri & 
Sadava, 2011; Diener, 2009).
2.4.3a. Cognitive: Life satisfaction. The Satisfaction with Life Scale (SWLS; 
Diener et al., 1985) was used to assess life satisfaction, which is considered to reflect 
the cognitive aspect of SWB (Diener, 2009). Individuals indicate how satisfied they 
are with life on five aspects using a Likert scale. It has good internal reliability 
(a=.87; Diener et al., 1985) and has been shown to differentiate between low and 
high life satisfaction in a variety of samples with good construct validity (Pavot & 
Diener, 1993).
2.4.3.b. Emotional: Positive and negative affect The 12-item Scale of 
Positive and Negative Experience (SPANE; Diener et al., 2009) assesses positive (i.e. 
pleasant) and negative (i.e. unpleasant) feelings, and is considered to measure the
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emotional component of SWB (Diener, 2009). Positive and negative affect items are 
scored to yield separate total scores (some items are reversed). Diener et al. (2009) 
found these sub-scales to have good internal reliability (positive affect, g f=.84; 
negative effect, «=.80) and that each affective dimension yielded expected patterns of 
correlations with other measures of emotion indicating construct validity.
2.4.3.C. Subjective well-being index. Following a method recommended by 
Diener (2009), and outlined in Zhang et al. (2013), an overall SWB index was 
calculated. Each measure of SWB (life satisfaction, positive affect, negative affect) 
was standardized by subtracting the mean and dividing by the standard error of the 
score. The difference between the standardized positive affect measure and the 
standardized negative affect measure was then added to the life satisfaction measure 
to obtain the overall subjective well-being measure (SWB index).
2.5. Procedure
Following ethical approval, the online survey was developed in conjunction 
with a technician using the local University system. A pilot study found completion 
time ranged from 15-20 minutes (7V=3; M=16, £0=1.73). The survey was screened 
extensively for errors.
Recruitment took place during May 2013 to October 2013. To maximise 
sample variability a variety of snowballing and opportunistic recruitment strategies 
were used. These included:
(1) Placing an advert about the study on Social Media websites (i.e. 
Facebook, Twitter, Gumtree).
(2) Advertising the URL link to the study using software on Twitter (“tweet 
deck”) that detected the most currently talked about tweets, so that the study could be 
advertised within the most active discussions.
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(3) Asking participants to tell anyone they thought might be interested about 
the study.
Participants responded to adverts by clicking a link to the online survey. 
Participants were then presented with a screen with the information sheet (see 
Appendix B) which explained to them that the study was about how being past, 
present or future focused was linked to their sense of well-being. They were 
informed of the study’s eligibility criteria, that participation was entirely voluntary, 
that the survey would take approximately 15 to 20 minutes to complete, and that they 
could exit at any stage. Those still interested progressed to a consent page (see 
Appendix B). Following consent to take part, participants answered questions about 
their gender, age, place of residence, highest level of education and ethnicity (see 
Appendix B). Those who met the age and residency criteria then completed the 
questionnaires in the following order: time perspective (ZTPI); mindfulness (FFMQ- 
SF): subjective well-being (Satisfaction With Life Scale, SWLS; Scale of Positive 
and Negative Experience, SPANE); and finally, participants answered questions 
about their mindfulness experience.
Upon completion, a debrief page was displayed (see Appendix B). 
Participants were thanked for taking part and instructed to contact the author if they 
wanted a summary of the study results.
2.6. Statistical analysis
All analysis was conducted using SPSS version 21 (IBM SPSS, 2012). 
Descriptive statistics for the participants’ demographic characteristics and 
mindfulness practice were calculated. Overall and sub-scale values were calculated 
for each participant for all study variables. Variables’ distributions, using appropriate 
plots and tests, were explored to examine assumptions for statistical tests (Field,
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2013). One-way ANOVAs and appropriate post-hoc tests were employed to examine 
the relationships with demographic and mindfulness practice variables. To determine 
relationships between the main study variables, the appropriate correlation analyses 
were conducted. To assess mediation, simple mediation models were conducted 
following the causal steps approach (Baron & Kenny, 1986) in conjunction with the 
bootstrapping procedure to estimate indirect effects, using the PROCESS macro 
(Preacher & Hayes, 2004; Hayes, 2009; 2013). As recommended, 1000 bootstrap 
samples were used (Hayes, 2013). Preacher and Kelley (2011) suggest using kappa- 
squared (Æ2) for estimating the effect size of the indirect effect in mediation since it 
reflects the proportion of the maximum effect size that could be achieved in a given 
sample. They argue k2 can be interpreted using Cohen’s guidelines for R2 whereby 
small, medium, and large effect sizes stand at .01, .09, and .25 respectively (Cohen, 
1988).
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3.Results
3.1. Sample characteristics
3.1.1 Response rate. Participants were eligible to take part if they were aged 
between 18-74 years-of-age, and lived in the UK. Figure 2 shows that from the 404 
people who attempted the survey from an unknown pool on the internet, 37 people 
declined consent following reading of the information sheet, 33 were excluded 
because they did not meet the eligibility criteria, and 59 exited the survey before 
completion indicating withdrawal. This left 275 participants in the final sample, a 
response rate of 68.1%.
Total participants used in 
analysis:
N = 275
Online survey link 
accessed: 
n = 404
Unknown pool of partici­
pants on the internet: 
n = x
Excluded:
Declined consent = 37 
Did not meet eligibility criteria=33 
Exited survey before completion = 59 
Total excluded n = 129
Figure 2. Flow chart indicating how the final sample size was arrived at.
3.1.2 Participant demographics. Table 1 shows that nearly three quarters of 
the sample were women (73.5%, «=202) and that age ranged from 18 to 72 years 
with a median age of 33. The vast majority of participants were white (95.3%, 
«=262) and over two thirds had completed at least a degree or postgraduate degree
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qualification (68%, «=187), indicating most of the final sample were highly 
educated.
Table 1. Summary of participant demographics in the final sample (#=275).
Participant demographics N %
Age Median = 33 Range =18-72
18-25 40 14.6
26-35 108 39.3
36-45 43 15.6
46-72 84 30.6
Sex
Male 73 26.6
Female 202 73.5
Ethnic group
White British / White other 262 95.3
Black / Other ethnic minority 11 4.0
Not stated 2 0.7
Highest education level
None/GCSEs/Equivalent 22 8.0
A-Levels/Equivalent 66 24.0
Degree 85 30.9
Postgraduate degree 102 37.1
3.1.3 Descriptive characteristics of main variables. Table 2 shows 
descriptive statistics for all the main study variables. Distributions of the main study 
variables were approximately normal (histograms are shown in Appendix D). 
Assessment of internal reliability was made using Cronbach’s alpha (1951). In line 
with previous studies, internal consistencies for all questionnaires and corresponding 
sub-scales demonstrated adequate (a=.71) to excellent internal reliability (a=.92). 
The sample’s average subjective well-being (SWB index) and deviance from balance 
time perspective (DBTP) scores were similar to those observed in previous studies 
using these variables (Romero, Gomez-Fraguela & Villar, 2012; Vowinckel, 2012).
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The average mindfulness score observed in the final sample was comparable to that 
of the control group in Vowinckel’s study (2012; M=78.7, SD=9.6), but lower than 
that in both the main sample and the MBSR intervention group (M=82.1, £D=10; 
M=86.6;5jD=9.1).
3.1.3.a. Mindfulness experience. Table 3 shows that just over half of 
participants had never practiced mindfulness (or meditation) before (55%,n=149), 
and of those individuals who reported experience (45.1%,n=124), 79 (29%) were 
currently practising and 45 (16%) had practiced in the past.
Table 3. Summary of main study variables by mindfulness experience (#=273).
Mindfulness
experience N %
Mindfulness
Subjective 
well-being 
(SWB index)
Deviance from 
balanced time 
perspective (DBTP)
M SD M SD M SD
Current 79 29 82.20 14.04 2.33 0.93 0.12 0.90
Ex 45 16 73.67 14.40 2.65 0.94 -0.34 1.02
Never 149 55 77.26 12.80 2.30 0.79 0.04 0.85
Total 273* 100 78.10 13.70 2.37 0.86 0.00 0.91
Note: a Two participants did not report their practice information. M  Mean. SD 
Standard deviation.
Approximately half of participants who reported current or historic practice 
had practiced for up to a year (51.6%, «=64) and just under a third reported daily 
practice (29.8%, «=37). Almost a third (37.9%, «=47) described their practice to be 
consisting of a mixture of informal (e.g. practising mindfulness or meditation whilst 
engaging in other activities) and formal (e.g. practising mindfulness or meditating 
only) practice. After checking assumptions separate one-way ANOVAs and 
bonferroni post-hoc tests were conducted to investigate the effect of mindfulness 
experience on the main study variables (see Appendix D for histograms of residuals).
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There was an indication that DBTP varied by practice F(2,272)=2.97,/?=.05, 
and inspection of the means suggests that ex-mindfulness practitioners had the least 
balanced time perspective profiles. Overall mindfulness varied significantly by 
mindfulness experience, F(2,270)=6.43ap=.002, whereby current practitioners were 
significantly more mindful then both ex-practitioners 
(Mdif=8.54,C/[2.49,14.58],/>=.002) and those without experience
(Mdif=4.95,C/[0.44,9.45],/?=.03). SWB varied significantly by mindfulness 
experience, F(2,270)=4.20,/?=.02, with ex-practitioners reporting significantly lower 
overall SWB than both current practitioners (Mdif=-.46,C7[-.87,-.06],jp=.02) and 
participants without mindfulness experience (Mdif=-.39,C7[-.75,-.02],/?=.04). There 
were associations between the study variables and age and education (see Appendix 
E) so these were considered as potential confounders in the mediation analysis.
3.2. Mindfulness, subjective well-being and balanced time perspective.
Pearson’s correlation coefficients (r) were used to examine the relationships 
between mindfulness, subjective well-being (SWB) and time perspective.
3.2.1. Correlations between mindfulness and subjective well-being. 
Hypothesis (i) is that greater mindfulness will be associated with greater subjective 
well-being (SWB). Table 4 shows that overall mindfulness and the composite 
measure of SWB were highly correlated (r=.68) and more highly correlated than any 
of the sub-components of each measure. Using Cohen’s criterion for effect sizes, 
whereby r=.l, r=.3, and r=.5 are small, medium and large effects respectively 
(1988), all correlations between overall mindfulness and SWB measures were large. 
Non-reactivity, non-judging, and acting-aware were the most highly correlated facets 
of mindfulness with SWB, and observing was the least correlated.
Table 4.Correlations (Pearson’s r) between mindfulness and SWB (7V=275).
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Mindfulness
Study Overall Describi Non- Non- Observin Acting- 
variable ng reactivity judging g aware
SWB
index .68" .42" .59" .57" .22" .55"
Positive
affect .62" .43" .53" .44" .27" .48"
Negative
affect -.62" -.32" -.55" -.55" -.18" -.53"
Life
satisfaction .56" .36" .49“ .48" .16” .44"
Note: */K.05; **/K.Ol.
3.2.2. Correlations between mindfulness and balanced time perspective.
Hypothesis (ii) is that mindfulness will be positively associated with greater balance 
in time perspective. Table 5 shows that the deviance from balanced time perspective 
(DBTP) was negatively correlated with overall mindfulness and all its facets. Since 
higher scores reflect less balance and flexibility, the results were in line with 
hypothesis (ii). Balanced time perspective was most strongly associated with overall 
mindfulness, and the facets that yielded the strongest and next strongest association 
with balanced time perspective were non-judging and non-reactivity, with the 
magnitude of these correlations considered to be large (7—-.56; r=-.52; 7^ -.51).
Table 5.Correlations (Pearson’s r) between mindfulness and balanced time 
perspective (#=275).
Mindfulness
Study Overall Describing Non- Non- Observing Acting
variable_______________________ reactivity judging_____________aware
Deviance 
from 
balanced 
time 
perspective 
(DBTP)
-.56** -.30 -.51 -.52 -.12 -.46
Note: * p<.05; **/?<.01.
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3.2.3. Correlations between balanced time perspective and subjective 
well-being. Hypothesis (iii) predicted that greater balance in time perspective 
profiles would be significantly associated with subjective well-being (SWB). Higher 
scores on the deviance from balanced time perspective (DBTP) reflect less balanced 
and flexible time perspective profiles. Therefore, the significant negative correlation 
observed between DBTP and overall SWB index shows that a more balanced time 
perspective profile is associated with increased SWB (r=-.72). The effect size of this 
correlation can be considered to be large. Furthermore, Table 6 shows a consistent 
relationship between a balanced time perspective profile and both cognitive and 
affective aspects of SWB, since a lower DBTP score was associated with higher 
levels of life satisfaction and positive affect, but with lower levels of negative affect. 
Table 6. Correlations (Pearson’s r) between DBTP and SWB (7V=275).
Study
variable
SWB
index
Positive
affect
Negative
affect
Life
Satisfaction
Deviance from 
balanced time 
perspective (DBTP)
-.72** -.59** .58** -.68**
Note: */7<05; ** j9<01.
3.2.4 Mediation analysis. The main conditions that must be met to support a 
mediation hypothesis using the causal steps approach (Baron & Kenny, 1986) are:
1. Evidence of effect to be mediated; evidence that mindfulness (independent
variable) predicts SWB (dependent variable); called the total effect (c).
2. Independent variable (IV) should significantly predict the mediator; mindfulness
should significantly predict balanced time perspective, called pathway (a).
3. Mediator should predict the dependent variable when controlling for the IV; so
balanced time perspective should predict SWB, called pathway (b).
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4. Establish indirect effect; when mindfulness and balanced time perspective are 
entered into multiple regression model predicting SWB, effect between 
mindfulness and SWB should significantly be reduced, called the indirect 
effect (c’).
Consistent with the correlation analysis, the regression coefficients shown in 
Table 9 (p. 114) demonstrate that greater mindfulness significantly predicted greater 
overall subjective well-being (SWB index), and less deviance from a balanced time 
perspective profile (that is, with greater balanced time perspective). Furthermore, 
greater balanced time perspective significantly predicted greater subjective well­
being (SWB index), after controlling for mindfulness. Therefore, conditions 1-3 
were met, and mediation analysis following the causal steps approach (Baron & 
Kenny, 1986) was conducted in conjunction with bootstrapping procedures (Hayes, 
2013). This tested hypothesis (iv) that greater balance in time perspective will 
mediate the positive relationship between mindfulness and SWB. Figure 3 illustrates 
the mediation model (1) with unstandardised regression coefficients indicating the 
regression coefficients for the Baron and Kenny pathways for the model where 
DBTP significantly mediated the association between mindfulness and overall SWB.
c=.04
a=-.03
Mindfulness Overall subjective 
well-being
Deviance from balanced 
time perspective
Figure 3. Mediation model 1.
Table 9 shows that the total effect (as indicated by the regression coefficient 
c) demonstrate a significant direct positive relationship between mindfulness and
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SWB, before controlling for balanced time perspective. For mediation to be present 
using the causal steps approach, c’ is expected to be less than c or possibly even zero 
(Baron & Kenny, 1986), and Table 9 shows this to be the case. Hayes (2013) 
bootstrapping procedure provides 95% confidence intervals for the indirect effect. 
The confidence intervals for the indirect effect for the main model (1) did not contain 
zero, which indicates significant mediation, supporting hypothesis (iv). In Figure 3, 
the indirect effect is positive, whereas path (a) and path (b) are negative. This can be 
considered to show that as mindfulness increases, this is associated with a decrease 
in DBTP, and this decrease is associated with greater SWB. In addition to the 
composite SWB score, additional mediation analyses using the separate cognitive 
and affective indicators of SWB (life satisfaction, positive affect, negative affect), 
were also conducted. These also showed significant mediation, suggesting that the 
pathway between mindfulness and balanced time perspective was also present with 
the sub-components of SWB (see Appendix E). Age and education were found to be 
associated with some of the study variables. However, controlling for age and 
education did not significantly influence the mediation analysis (see Appendix E).
Table 9 shows that the magnitude of the indirect effect for mediation model 
(1), estimated using the method recommended by Preacher and Kelley (2011), is 
large. In summary, as hypothesised, there is evidence to indicate that greater balance 
in time perspective profiles mediates the relationship between mindfulness and SWB 
in the expected direction.
3.2.4.a. Mediation by individual time perspective. Tables 7 and 8 show 
correlations coefficients between the individual time perspective orientations and 
mindfulness (Table 7), and SWB (Table 8). The most striking aspect of both of these 
tables was the high correlations with the past-negative time perspective. The
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correlation between past-negative and SWB is higher than that between balanced 
time perspective and SWB. Therefore, the past-negative time perspective was 
considered as a mediator of the association between overall mindfulness and SWB. 
Table 7. Correlations (Pearson’s r) between mindfulness and individual time 
perspectives (7V=275).
Study
variable
Past-
negative
Present-
hedonistic Future
Past-
positive
Present-
fatalistic
Overall
mindfulness -.61** .12* 0.09 .37** -.26**
Note: *p<.05; **p<.01.
Table 8. Correlations (Pearson’s r) between individual time perspectives and SW
(A=275).
Study
variable
Past-
negative
Present-
hedonistic Future
Past-
positive
Present-
fatalistic
SWB index -.74** 0.07 .21** .53** -.39**
Positive affect -.54** .21** .16** .45** -.32"
Negative affect .63** 0.01 -.15* -.37** .34"
Life satisfaction -.70** 0.03 .20** .52** -.34"
Note: * j9<05; **/?<.01.
3.2,4.b. Past-negative time perspective as an alternative pathway. Table 9 
shows significant mediation when past-negative was included as a mediator (model 
2), since the confidence interval estimate of the indirect effect did not contain zero. 
The effect size of the indirect effect estimate was large, and slightly larger than with 
balanced time perspective as the mediator, but only by a few decimal points (/r2=.34 
vs. ^=.31). Controlling for age and education did not significantly influence the 
mediation analysis (see Appendix E).
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a=-.04 b=-.57
c=.04
c’=.02
Past negative
Mindfulness Overall subjective 
well-being
Figure 4. Unstandardised regression coefficients indicating Baron and Kenny
pathways for the model where past-negative time perspective significantly mediated 
the association between mindfulness and overall SWB.
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4. Discussion
4.1. Main findings
4.1.1. Balanced time perspective as a mediator of the relationship 
between mindfulness and subjective well-being. The present study found that 
increased mindfulness was associated with greater subjective well-being (SWB) and 
balanced time perspective (BTP), and that greater balance in time perspective was 
associated with greater SWB. These findings support hypotheses (i) to (iii), and are 
in line with previous research examining the association of mindfulness with SWB 
and BTP (Brown et al, 2009; Brown & Ryan, 2003; Drake et al. 2008; Vowinckel,
2012), and research about BTP and SWB (Boniwell et al., 2010; Drake et al., 2008; 
Zhang et al., 2013). The current study provides further support for Zimbardo’s time 
perspective theory, which states that a BTP is strongly associated with greater well­
being. The current study also found that BTP mediated the positive relationship 
between mindfulness and SWB, thus supporting hypothesis (iv). Specifically higher 
levels of mindfulness were associated with lower deviance from balanced time 
perspective, which implies greater balance, and this greater balance was associated 
with greater SWB (Figure 3). Although causality claims are not possible due to the 
cross-sectional design, these findings suggest that higher levels of mindfulness might 
enhance SWB through the promotion of balance in one’s time perspective.
Shapiro et al.’s (2006) mindfulness model proposes that intention, attention, 
and attitude are the building blocks of mindfulness. Enhanced capabilities in these 
areas are thought to facilitate a perspective change that results in greater capacity to 
observe one’s experiences without getting caught up with them, known as 
“reperceiving”, and as “decentering” by other researchers (e.g. Safran & Segal, 1990; 
Hayes-Skelton & Graham, 2013). The model proposes that reperceiving facilitates
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changes such as values clarification; behavioural regulation, cognitive and 
behavioural flexibility, and exposure, which in turn lead to positive changes in well­
being. Cognitive flexibility is a term used to describe cognitive processes which are 
adaptive and able to respond in accordance to environmental needs. Zimbardo’s time 
perspective theory posits that greater ability to move between time orientations is a 
core feature of BTP, thus theoretically linking cognitive flexibility with BTP. 
Therefore, mindfulness might increase flexibility in the time perspective profile 
through improved cognitive flexibility, which weakens bias towards the time 
perspective orientations that individuals typically draw on. Consequently, attention 
can be paid to the time orientations without getting stuck in them, enabling 
individuals to respond more effectively to changes in the environment, thus 
enhancing well-being. Current research gives strength to this interpretation of the 
current study’s findings.
Carmody et al. (2009) found cognitive and behavioural flexibility partially 
mediated the relationship between greater mindfulness and lower psychological 
distress following mindfulness-based stress reduction (MBSR) training. However, it 
is unclear how conceptually distinct mindfulness is from reperceiving since 
mediation was only observed when reperceiving was combined with mindfulness. 
Yet recent research using structural equation modelling (SEM) provides evidence in 
favour of conceptual distinction since decentering was found to partially mediate the 
relationship between mindfulness and social anxiety (Hayes-Skelton & Graham,
2013). Inspection of the facets of mindfulness most strongly correlated with BTP in 
the current study provide further evidence for the applicability of Shapiro et a l ’s 
(2006) model to the current study; which were non-judging and non-reactivity. Non­
reactivity arguably relies on cognitive flexibility since it is conceptualised as an
ability to be curious about one’s experiences without reacting (Baer et al., 2006). 
Non-judging describes the non-evaluative attitude at the heart of Shapiro et a l ’s 
model and is hypothesised to improve access to moment-by-moment experiences 
(Kabat-Zinn, 2003).
In addition to cognitive flexibility, it is important to note that other variables 
may exist which mediate the positive relationship between mindfulness and SWB. 
Whilst the indirect effect of the mediation model with BTP as the mediator was large 
(^=.31), it was not as large as it could have been as k1 lies between 0 and 1, with 1 
indicating the maximum effect size for that sample (Preacher & Kelley, 2011). Other 
variables that may help to explain the process by which BTP mediates the positive 
relationship between mindfulness and SWB could include those outlined in Shapiro 
et al. ’s model (2006), in alternative mindfulness models (e.g. Hôlzel et al., 2011), or 
mindfulness research into the mechanisms of change in mindfulness interventions. 
For instance, self-compassion has been suggested as a mechanism through which 
mindfulness-based cognitive therapy (MBCT) enhances well-being (Kuyken et al., 
2010). The authors hypothesised that self-compassion allows people to take a step 
back from the distressing constellation of thoughts, emotions, and physical 
sensations associated with periods of low mood, thus weakening associations 
between low mood and habitual unhelpful responses. It is possible the self­
compassion exerts a similar effect on the habitual and repetitive aspects of non­
balanced time perspective profiles. Future research could employ SEM to explore the 
relationship between the mechanisms outlined in mindfulness models and current 
literature, such as self-compassion, with mindfulness, BTP and SWB.
4.1.2. Past-negative time perspective as an alternative pathway. Another 
aim of this study was to examine the associations between mindfulness and
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individual time perspective frames, and to consider how these relationships were 
linked to subjective well-being (SWB). A positive relationship, that is consistent with 
previous research, emerged between mindfulness and SWB. The observed 
relationships between SWB and individual time perspective frames were largely 
consistent with previous research; although some studies observed no relationship 
between the future orientation and SWB (i.e. Drake et al., 2008; Vowinckel, 2012). 
The absent affective component to the future sub-scale could help explain the 
inconsistent findings, an issue that other researchers have raised (e.g. Boniwell, 
2009). Previous research found BTP had the strongest relationship with SWB and 
mindfulness (Boniwell et al., 2010; Drake et al., 2008; Vowinckel, 2012; Zhang et 
al., 2013). Therefore a surprising finding from this study was that the past-negative 
orientation had stronger associations with mindfulness and subjective well-being 
(SWB), than those observed with BTP (although in the opposite direction). 
Furthermore, the past-negative orientation was found to mediate the relationship 
between mindfulness and SWB, whereby greater mindfulness was associated with 
lower levels of the past-negative orientation, which were associated with greater 
SWB (Figure 4). In addition, the indirect effect was as large as the indirect effect in 
the model with BTP as the mediator, pointing to clinical significance. These are 
interesting findings since they highlight another possible pathway for mindfulness to 
positively influence SWB.
The suggestion of a past-negative orientation as a key mechanism in the 
relationship between mindfulness and SWB could be understood in relation to 
mindfulness models and research already discussed, as well as cognitive models of 
emotional distress. Proposed mindfulness mechanisms such as cognitive flexibility 
and self-compassion may enhance well-being by ameliorating the associations
between the negative thinking patterns characteristic of emotional distress, such as 
rumination, and the responses that these patterns can trigger (Kuyken et al., 2010). 
Rumination, defined as repetitive negative thinking (Ehring & Watkins, 2008), has 
been shown to be positively correlated with the past-negative orientation (Zimbardo 
& Boyd, 1999), and has been shown to be significantly reduced following 
mindfulness interventions (Deyo, Wilson, Ong, & Koopman, 2009; Jain et al., 2007). 
It is therefore possible that a time perspective biased towards the past-negative 
orientation could be conceptualised as a negative thinking pattern that can be reduced 
through mindfulness training, thus enhancing well-being. This fits with cognitive 
models of mood disorders, which posit that biased information processing systems 
towards threat perpetuate emotional distress through increased worry and rumination 
(Beck & Clark, 1997; Matthews & Mackintosh, 1998). Cognitive bias modification 
research has demonstrated that modifying information processing systems to be less 
orientated towards threat facilitates greater processing of non-threatening 
information, resulting in lower levels of reported distress (e.g. Amir et al., 2009). 
Therefore, similar to other information processing systems, a time perspective profile 
that relies less heavily on the past-negative orientation is less likely to be processing 
threatening information, which may enhance well-being. However, causality claims 
are prevented by the current study’s design meaning that alternative directions of 
influences between these variables might exist.
4.2. Clinical implications, limitations and future research
The deviance from balanced time perspective (DBTP) operationalisation is 
based on a proposed “optimal” combination of individual time perspective frames 
(Zhang et al., 2013). However, the current study suggests that a lower level of the 
past-negative orientation than that outlined in the existing DBTP formula, might be
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more optimal. Future research could assess how alternative combinations of ZPTI 
sub-scale scores in the current DBTP operationalisation are associated with 
mindfulness and SWB. This research could also examine whether the addition of an 
affective component to the future sub-scale affects the relationship between DBTP 
and SWB. Consequently, interventions aiming to foster balance or diminish the 
influence of the past-negative orientation in individual’s time perspective profiles 
may need to promote different combinations of time perspective scores than the 
current DBTP indicates. Another limitation to operationalising BTP using the DBTP 
is that it remains unclear to what extent the flexibility aspect is captured and the 
current study has highlighted the need to examine whether mindfulness influences 
SWB through promoting both balance and flexibility in time perspective profiles. 
Future research could use similar measures to those used in research assessing the 
role of cognitive flexibility in Shapiro et al.’s model (2006), or neuropsychological 
tests, to assess flexibility in time perspective profiles.
Although attempts to maximise variability within the sample were made, it is 
possible that the current study’s findings are reflective of specific populations. For 
instance, the current findings are likely limited to populations who regularly use the 
internet. Additionally, it is possible that participants interested in mindfulness were 
attracted to this study due to the reference to time in the study’s advertisement. 
Some differences in the study variables by age and education were found, but 
importantly controlling for these did not significantly influence the mediation 
analyses.
The author proposes that the significant mediations observed in the current 
study provide preliminary evidence in support of mindfulness interventions 
enhancing SWB through promoting balance or decreasing the influence of the past
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negative-orientation in someone’s time perspective profile. There are several clinical 
implications for this. Firstly, mindfulness interventions might benefit from including 
a component that involves increasing awareness of one’s time perspective profile. 
Specifically, completing the ZTPI at the beginning of a mindfulness intervention 
might help to identify bias in time perspective profiles. Secondly, individuals could 
be supported during mindfulness interventions to notice when such biases are in 
operation to help identify the habitual responses that ensue which are considered 
maladaptive (e.g. ruminating after being stuck in a past-negative orientation). This 
might offer the opportunity for alternative responses more likely to be associated 
with greater SWB. For instance, when a bias to the past-negative orientation is 
noticed, mindfulness exercises could be employed in the place of rumination. This 
approach is consistent with MBCT which promotes awareness of biased cognitive 
processing through mindful practice (Teasdale et al., 2002).
However, a major limitation of cross-sectional research is that observed 
relationships between the study variables are limited to one point in time so it is not 
possible to infer temporal order or causation. Therefore, alternative directions of 
influences could exist, each with different clinical implications. For instance, if 
mindfulness, BTP and SWB simultaneously influence each other, then hypothetically 
an intervention targeting any one of these variables could lead to changes in the 
others. The existence of such a cyclical model might offer greater choices of 
treatment targets for clinical interventions. For instance, any intervention that 
enhances SWB could potentially lead to changes in BTP and mindfulness. Another 
alternative model might be that changes in BTP precede changes in mindfulness, 
which then results in greater well-being. Consequently, promoting balance and 
flexibility in the time perspective profile might be necessary in order for mindfulness
to be effectively cultivated in mindfulness interventions. A similar reversed 
relationship may also exist between a past-negative orientation and mindfulness. 
Taken together, it could be argued that evidence of such reversed relationships could 
indicate that BTP, or one that is less orientated towards the past-negative, is another 
building block of mindfulness and thus contributing to Shapiro et al.’s (2006) 
mindfulness model. As a result, the need for promoting awareness of one’s time 
perspective in mindfulness training would be even more necessary. However, further 
research is needed to examine the alternative directions of influences between the 
variables in the current study, and SEM may be one way to examine this.
The ZTPI, FFMQ-SF and SPANE demonstrated good to excellent internal 
reliability. The SPANE is considered an improvement on existing measures of 
emotional experience (i.e. the Positive and Negative Affect Scale[PANAS]; Watson, 
Clark, & Tellegen, 1988). Firstly, the SPANE assesses time spent experiencing 
emotions, instead of severity or intensity (which is arguably less correlated with 
SWB measures), and secondly, it includes general emotions (i.e. positive and 
negative) to minimise the emotional inducing effect that reading emotionally charged 
words can have (Diener, Sandvik, & Pavot, 1991; Diener et al., 2010). However, 
further research is needed to establish the reliability and validity of the SPANE and 
FFMQ-SF in a wider range of populations.
It is possible that conceptual overlap between the study variables partially 
accounts for the observed results. Table 10 shows the specific items from the ZTPI 
subscales and the FFMQ-SF which appear to be the most conceptually similar. These 
are the present-hedonistic (which tends to focus on assessing excitement or pleasure 
of the present-moment) and FFMQ-SF items focusing on the ability to pay attention 
to the present. Yet, the conceptual overlap appears limited. Furthermore, the present-
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hedonistic time perspective was only weakly positively correlated with mindfulness.
Table 10. Comparing items from the Zimbardo Time Perspective Inventory (ZTPI) 
and shortened Five Facets of Mindfulness Questionnaire (FFMQ-SF).
ZTPI (present-hedonistic) FFMQ-SF
I find myself getting swept up in the I find myself doing things without
excitement of the moment paying attention
The following section outlines additional research recommendations to those 
highlighted earlier. Interestingly, people who reported historic experience of regular 
mindfulness practice reported lower SWB than individuals with no experience of 
mindfulness. Although interpretation is limited by the cross-sectional design of the 
current study, this finding highlights the importance in future research considering 
the potential negative impact of undergoing mindfulness interventions, especially in 
services routinely using these interventions.
Mindfulness is a skill that takes time to develop and master (Kabat-Zinn, 
2003), and little research examining changes in time perspective over time in relation 
to mindfulness training exists. Longitudinal research would help to extend the 
findings from the current study and overcome the limitations of using a cross- 
sectional design by investigating how a mindfulness intervention might foster a more 
balanced and flexible time perspective over time. This could be accomplished by 
employing a case series design to assess weekly or fortnightly changes in BTP and 
mindfulness over the course of a mindfulness intervention. The inclusion of a control 
group would allow the effect of the intervention to be more rigorously assessed 
especially if there was randomisation to groups.
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4.3. Conclusion
To the author’s knowledge the current study is the first to examine the 
association between mindfulness, balanced time perspective (BTP) and SWB using 
mediation, and the second study to examine the relationship between these constructs 
in a detailed way. Previously, little was known about how best to achieve BTP and 
therefore the current study contributes to mindfulness and time perspective literature 
by providing preliminary support for mindfulness training as a possible method of 
cultivating BTP. The current study also provides a case for the potential role that 
mindfulness can play in decreasing the dysfunctional influence that a strong past- 
negative orientation has on SWB, which may be a more effective pathway for 
enhancing SWB than promoting balance in time perspective profiles. Together these 
findings have clinical implications for SWB enhancing interventions, yet inferences 
about the direction of influence are extremely tentative given the cross-sectional 
design limiting interpretations. Furthermore, important questions remain 
unanswered. For example, is it more beneficial to decrease the dominance of the 
past-negative time perspective, or to promote balance across the profile? Is balance 
or flexibility in a time perspective profile most important, or both? Are any 
mechanisms of mindfulness associated with the current study’s observed 
relationships between mindfulness, BTP, past-negative orientation, and SWB, and if 
so, which ones? Nonetheless, the current study provides an empirical rationale for 
conducting intervention studies to establish causality.
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Information sheet
UNIVERSITY OF
SURREY
Thank you for your interest in this study! 
Please read the following participant information sheet before deciding 
whether to take part in this study.
Introduction
My name is Gemma Perman, and I am a trainee clinical psychologist based in the 
Psychology Department at the University of Surrey, Guildford. This means that I 
already have a university degree in psychology, and I am taking my studies further 
by now studying at post-graduate level for a doctorate qualification. In order for me 
to study at this post-graduate level, I need to conduct research with members of the 
public.
I would like to invite you to help me with this by taking part in my study. To help 
you decide if you would like to take part, please read this Information Sheet so that 
you know what you will be asked to do.
What is the study about?
I am interested in understanding how people experience time, and whether this is 
associated with wellbeing. To help me gather this information I am asking 
individuals to complete an on-line survey.
What will I have to do?
I will ask you to complete a number of questionnaires by accessing a link online. It 
should take approximately 15-20 minutes to complete these questionnaires.
Do I have to take part?
No, taking part in this study is entirely up to you. To help you decide whether or not 
to take part, you can talk it over with friends, family, colleagues, health 
professionals, etc. You can also contact us for further information and we will be 
happy to answer any queries. Our contact details are at the end.
Even if you agree to take part, you can choose not to answer all of the questions. You 
can also withdraw from the research at any time, up until you press the key for final 
completion of the survey, without giving a reason.
How do I agree to take part?
You will be asked to read a Consent Form, to say that you have understood what the 
research is all about and that you have had the chance to ask us any questions first. 
The Consent Form also says that all information about you is kept confidential in 
accordance with the Data Protection Act 1998.
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Does what I say on the questionnaire get shared with anyone else?
What you say will remain anonymous. This means, you will be given a participant 
number and that the only way to identify you will be by your numerical ID, to ensure 
anonymity. All personal details about you will be kept anonymous in the study. This 
includes any information you give in the demographics section about your age, 
gender, ethnicity, etc or any other information that would identify you personally.
As part of working in the NHS, all our work is supervised, by someone senior to us. 
This includes research, so my research supervisor may have access to the answers in 
an anonymised form. My supervisor’s name and contact details are at the end of this 
form.
All information gathered during this research study will be stored securely in 
anonymised form at the University of Surrey in line with the Data Protection Act 
1998 on a password protected computer for up to ten years. This information will 
only be seen by members of the research team (including the author and research 
supervisor).
What happens when the research study is completed?
Research takes time, often years, to complete. By then you may have forgotten about 
it! Researchers usually like to have their research findings published in relevant 
journals so that others working in the same field can learn more. These are usually 
academic journals which the public don’t tend to see. I can send you a copy of the 
final research study if you would like, plus copies of any articles in which the 
research is published. You can indicate this after you have completed the 
questionnaires.
This piece of research will be completed by September 2014. You can visit the 
University of Surrey library as a day visitor if you’d like to read any of the journals 
(you won’t be able to take any books or publications away with you, however). We 
can you give you information about how to do that. Sometimes we present our 
research findings at meetings (for instance, at support groups or conferences). Again, 
all personal details about you will be kept confidential (your age, gender, etc), and 
no-one will be able to identify who you are.
What are the benefits of taking part in this research?
I hope that you will find it interesting to take part in this research. The information I 
get from this study will help to understand more bout what affects people’s 
wellbeing, and if it is related to the way we experience time. You can contact us 
using the details below if you would like to have a summary of the findings once the 
project has been completed.
Are there any downsides of taking part?
You may find some of the questions quite personal. We are not being intrusive by 
asking these questions as they are needed for our research. If you find a question too 
personal or upsetting in any way, you don’t have to answer it. You can contact the 
charities whose contact details at the end of the consent form if you need further 
support.
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What if there is a problem?
If you have any concerns about any aspect of the way you have been treated during 
the course of the research study, then you can contact me or my supervisor. My 
supervisor’s name is Linda Morison and her contact details are at the end.
Has the research been approved by any committee?
The study has received favourable opinion by the Faculty of Arts & Human Sciences 
at the University of Surrey Ethics Committee.
I hope that I have answered all of your questions about the research study, but please 
feel to ask me anything else that I have not covered. My contact details and those of 
my supervisor are below.
Thank you for taking the time to read this Information Sheet.
Please tell anyone who you think might be interested in participating.
Research being conducted by: Gemma Perman, Trainee Clinical Psychologist, 
University of Surrey,
Guildford, Surrey, GU2 7XH.
Email: g.perman@surrey.ac.uk
Supervised by: Linda Morison, Senior Research Tutor, University of Surrey,
Guildford, Surrey GU2
7XH.
Email: l.morison@surrey.ac.uk, Phone: 01483 68 6875
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Consent form
I agree to take part in an on-line survey which involves completing some 
questionnaires about wellbeing and how we experience time.
I have read and understood the Information Sheet.
I understand that my decision to take part in this project is entirely voluntary.
I have been given information by the researcher about what the project is about, why 
it is being done, and how long it is likely to take.
I have been given information by the researcher of what I will be expected to do. I 
have been told about any possible distress which taking part in the project may cause 
me and have been offered support should this happen.
If I become upset or worried by any questions that I am asked during the survey, or if 
I have any concerns after wards, I know that I can contact the charities whose contact 
details are at the end of this sheet.
I have been given the opportunity to ask the researcher questions about the research 
and have understood the answers to all of the questions I have asked.
I understand that all personal data is held and processed in the strictest confidence, 
and in accordance with the Data Protection Act (1998).
I understand that I can change my mind about participating in the study at any time 
(up to the point that I press the final key to complete the last questionnaire) and I 
don’t have to give a reason for wanting to do this.
I have read and understood everything written above and have chosen to consent to 
participating in this study.
I have been given enough time to think about this and agree to comply with the 
instructions and restrictions of the project.
Do you give your consent, and therefore wish to continue?
Yes
No
If completing this questionnaire has raised any issues or concerns please contact
MIND 0300 123 3393 or 
CRISIS LINE 0972 233 2233
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Debrief page
Thank you for participating in the study!
I really appreciate you taking the time to complete the questionnaires.
I hope that you found it interesting to take part in this study. The information that I 
get from this study will help to improve therapies aiming to improve people’s 
wellbeing by understanding in greater detail how the way we experience the passing 
of time can affect our well-being.
On occasions people can sometimes feel mild discomfort by completing these 
questionnaires which soon passes. However, in the unlikely event that it does not, or 
if this study has harmed you in any way, you can contact the charities whose contact 
details are at the bottom of this page if you need further support.
If you would like a copy of the research findings from the study please contact the 
researcher using the details provided below, and we will arrange for a copy of the 
final written report to be sent to you once the study is complete.
Once again, thank you for taking part! And please remember to tell anyone you know 
who might be interested in completing this survey!
Research being conducted by: Gemma Perman, Trainee Clinical Psychologist, 
University of Surrey, Guildford, Surrey, GU2 7XH.
Email: g.perman@surrev.ac.uk
Supervised by: Linda Morison, Senior Research Tutor, University of Surrey,
Guildford, Surrey, GU2
7XH.
Email: l.morison@surrey.ac.uk, Phone: Work: 01483 68 6875
If completing this questionnaire has raised any issues or concerns please contact
MIND 0300 123 3393 or 
CRISIS LINE 0972 233 2233
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Appendix C: Questionnaire measures
Zimbardo Time Perspective Inventory
Read each item and, as honestly as you can, answer the question: “How characteristic 
or true is this of me?” Indicate your answer by selecting “Very Untrue”, “Untrue”, 
Neutral”, “True” or “Very Untrue”. Please answer all 56 questions.
1 .1 believe that getting together with one’s friends to party is one of life’s 
important pleasures.
2. Familiar childhood sights, sounds, smells often bring back a flood of 
wonderful memories.
3. Fate determines much in my life.
4 .1 often think of what I should have done differently in my life.
5. My decisions are mostly influenced by people and things around me.
6 .1 believe that a person's day should be planned ahead each morning.
7. It gives me pleasure to think about my past.
8 .1 do things impulsively.
9. If things don't get done on time, I don't worry about it.
10. When I want to achieve something, I set goals and consider specific means 
for reaching those goals.
11. On balance, there is much more good to recall than bad in my past.
12. When listening to my favorite music, I often lose all track of time.
13. Meeting tomorrow's deadlines and doing other necessary work come before 
tonight's play.
14. Since whatever will be will be, it doesn't really matter what I do.
15.1 enjoy stories about how things used to be in the "good old times".
16. Painful past experiences keep being replayed in my mind.
17.1 try to live my life as frilly as possible, one day at a time.
18. It upsets me to be late for appointments.
19. Ideally, I would live each day as if it were my last.
20. Happy memories of good times spring readily to mind.
21.1 meet my obligations to friends and authorities on time.
22. I've taken my share of abuse and rejection in the past.
23.1 make decisions on the spur of the moment.
24.1 take each day as it is rather than try to plan it out.
25. The past has too many unpleasant memories that I prefer not to think about.
26. It is important to put excitement in my life.
27. I've made mistakes in the past that I wish I could undo.
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28.1 feel that it's more important to enjoy what you're doing than to get work 
done on time.
29.1 get nostalgic about my childhood.
30. Before making a decision, I weigh the costs against the benefits.
31. Taking risks keeps my life from becoming boring.
32. It is more important to enjoy life's journey than to focus only on the 
destination.
33. Things rarely work out as I expected.
34. It's hard for me to forget unpleasant images of my youth.
35. It takes joy out of the process and flow of my activities if I have to think 
about goals, outcomes, and products.
36. Even when I am enjoying the present, I am drawn back to comparisons with 
similar past experiences
37. You can't really plan for the future because things change so much.
38. My life path is controlled by forces I cannot influence.
39. It doesn't make sense to worry about the future, since there is nothing that I 
can do about it anyway
40.1 complete projects on time by making steady progress.
41.1 find myself tuning out when family members talk about the way things 
used to be.
42.1 take risks to put excitement in my life.
43.1 make lists of things to do.
44.1 often follow my heart more than my head.
45 .1 am able to resist temptations when I know that there is work to be done.
46.1 find myself getting swept up in the excitement of the moment.
47. Life today is too complicated; I would prefer the simpler life of the past.
48.1 prefer friends who are spontaneous rather than predictable.
49.1 like family rituals and traditions that are regularly repeated.
50.1 think about the bad things that have happened to me in the past.
51.1 keep working at difficult, uninteresting tasks if they will help me get 
ahead.
52. Spending what I earn on pleasures today is better than saving for tomorrow's 
security.
53. Often luck pays off better than hard work.
54.1 think about the good things that I have missed out on in my life.
55.1 like my close relationships to be passionate.
56. There will always be time to catch up on my work.
Zimbardo, P. G. and Boyd, J. N. (1999). Putting time in perspective: A valid, reliable 
individual-differences metric. Journal o f Personality and Social Psychology, 77(6), 
1271—1288.
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Five Facets of Mindfulness Questionnaire -  shortened version
Please rate each of the following statements using the scale provided. Select the 
number that best describes vour own opinion of what is generally true for you.
1 2 3 4 5
never or very rarely sometimes often very often or
rarely true true true true always true
1. I’m good at finding the words to describe my feelings
2. I can easily put my beliefs, opinions, and expectations into words
3. I watch my feelings without getting carried away by (getting lost) in them
4. I tell myself that I shouldn’t be feeling the way I’m feeling
5. It’s hard for me to find the words to describe what I’m thinking
6. I pay attention to physical experiences, such as the wind in my hair or sun on 
my face
7. I make judgments about whether my thoughts are good or bad
8. I find it difficult to stay focused on what’s happening in the present moment
9. When I have distressing thoughts or images, I don't let myself be carried away
by them
10. Generally, I pay attention to sounds, such as clocks ticking, birds chirping, or 
cars passing
11. When I feel something in my body, it’s hard for me to find the right words to 
describe it
12. It seems I am “running on automatic” without much awareness of what I’m 
doing
13. When I have distressing thoughts or images, I feel calm soon after
14. I tell myself I shouldn’t be thinking the way I ’m thinking
15. I notice the smells and aromas of things
16. Even when I’m feeling terribly upset, I can find a way to put it into words
17. I rush through activities without being really attentive to them
18. Usually when I have distressing thoughts or images I can just notice them 
without reacting
19. I think some of my emotions are bad or inappropriate and I shouldn’t feel them
20. I notice visual elements in art or nature, such as colours, shapes, textures, or 
patterns of light and shadow
21. When I have distressing thoughts or images, I just notice them and let them go
22. I do jobs or tasks automatically without being aware of what I’m doing
23. I find myself doing things without paying attention
24. I disapprove of myself when I have illogical ideas
Bohlmeijer, E., Peter, M., Fledderus, M., Veehof, M., and Baer, R. (2011). 
Psychometric properties of the Five Facet Mindfulness Questionnaire in depressed 
adults and development of a short form. Assessment, 18(3), 308-320.
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Satisfaction With Life Scale
Below are five statements with which you may agree or disagree. Using the 1 -7 scale 
below, indicate your agreement with each item by placing the appropriate number on 
the line preceding that item. Please be open and honest in your responding. The 7 
point scale is as follows
1= strongly disagree
2 = disagree
3 = slightly disagree
4= neither disagree nor disagree
5=slightly agree
6=agree
7=strongly agree.
  In most ways my life is close to my ideal
The conditions of my life are excellent
I am satisfied with my life
So far I have gotten the important things in my life
If I could live my life over, I would change almost nothing
Diener, E., Emmons, R. A., Larsen, R. J., and Griffin, S. (1985). The Satisfaction 
With Life Scale. Journal o f Personality Assessment, 49(1), 71-75.
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Scale of Positive and Negative Experience
Please think about what you have been doing and experiencing during the past four 
weeks. Then report how much you experienced each of the following feelings, using 
the scale below. For each item, select a number from 1 to 5, and indicate that number 
in the response box.
1. Very Rarely or Never
2. Rarely
3. Sometimes
4. Often
5. Very Often or Always
Positive n
Negative n
Good n
Bad □
Pleasant □
Unpleasant n
Happy n
Sad n
Afraid n
Joyful n
Angry n
Contented □
Diener, E., Wirtz, D., Tov, W., Kim-Prieto, G, Choi. D., Oishi, S., & Biswas-Diener, 
R. (2009). New measures of well-being: Flourishing and positive and negative 
feelings. Social Indicators Research, 39, 247-266.
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Appendix D
Histograms of distributions for the main study variables 
Mindfulness: Total FFMQ and sub-scale scores
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Zimbardo’s time perspective inventory subscales
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Histograms of residuals for overall mindfulness, balanced time perspective and 
subjective well-being (SWB index) for ANOVA analyses
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Table El Summary of one-way ANOVAs to examine associations with age, N=215, 
df (3,271)
Demographic variable F Mm (95% Cl)
Study Age group
variable 18-25 26-35 36-45 46-72
DBTP 2.48
(0.85)
2.16a
(0.79)
2.48
(0.73)
2.51b
(0.97)
3.41
p=.02
Mindfulness 73.63
(14.64)
77.75
(13.42)
78.07
(14.45)
80.76
(12.74)
2.55
p=.06
SWB index -0.14
(1.05)
0.10
(0.79)
-0.11
(0.92)
0.00
(0.96)
.98
p=.40
-.35 p=.003 
(-0.68,-0.02)
Note: Standard deviations are in parentheses below means. Within the rows, means 
with different subscripts differ significantly (p<05) using bonferroni post-hoc 
comparisons. Post-hoc comparisons were only conducted if F  was statistically 
significant.
Table E2 Summary of one-way ANOVAs to examine associations with education 
level, #=275, df (3,271)
Demographic variable F  Mm (95% Cl)
Education group
Study
variable
None/
GCSEs
A-Levels/
Equivalent Degree
Post­
grad
DBTP 2.9L 2.50 2.22b 2.27b 4.93 .69 p=.004
(0 91) (0.84) (0.81) (0.86) p=.002 (0.16,1.23) 
.64 />=.008 
(0.12,1.17)
Mindfulness 73.86
(13.69)
76.82
(13.82)
80.11
(13.36)
78.23
(13.75)
1.52
p=.21
SWB index -0.50c -0.08 0.18d 0.01 3.56 -.67 p=.01
(1.03) (0.96) (0.79) (0.90) p=02 (-1.24,-0.11)
Note: Standard deviations are in parentheses below means. Within the rows, means 
with different subscripts differ significantly (p<05) using bonferroni post-hoc 
comparisons. Post-hoc comparisons were only conducted if F  was statistically 
significant. ANOVA’s revealed no main effect of gender on mindfulness, SWB or 
DBTP so are not reported.
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The Major Research Project Proposal
Examining the relationship between time perspective, trait 
mindfulness and well-being
Year One
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1. Background and rationale
A generally accepted definition of mindfulness is ‘the awareness that arises
through paying attention in a particular way: on purpose, in the present moment, and 
non-judgmentally” (Kabat-Zinn, 1994, p. 4). This definition includes a statement 
about being orientated towards the present, which could be interpreted as indicating 
that a person’s relationship with time is an important aspect of being mindful. The 
psychology literature contains much on how human beings experience and are 
orientated to time. However, there is little research to date that has attempted to bring 
together the construct of mindfulness and the psychological literature on time. This 
is surprising given that both paradigms view a person’s relationship with time as a 
fundamental component of a person’s overall functioning (e.g. Shapiro, Carlson, 
Astin, & Freedman, 2006; Zimbardo & Boyd, 1999).
Time perspective is argued to be an important dimension of a person’s 
experience of time (Lewin, 1951). Time perspective (TP) is a complex construct to 
understand which has led to multiple ways to define and measure it; as commented 
on by many authors (e.g. Drake, Duncan, Sutherland, Abemethy & Henry, 2008; 
Stolarski, Bitner & Zimbardo, 2011). This project acknowledges this debate but 
chooses to specifically discuss TP in relation to Zimbardo and Boyd’s (1999) model 
since it has been empirically validated. They describe TP in relation to a cognitive 
process “whereby the continual flows of personal and social experiences are assigned 
to temporal categories, or time frames, that help to give order, coherence, and 
meaning to those events" (p. 1271). The Zimbardo Time Perspective inventory 
(ZTPI; 1999) they developed to measure dimensions of TP demonstrated five ways 
in which individuals tended to focus on one TP direction, each with slightly different 
influences over judgements and behaviour. Past-positive orientation fosters a
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sentimental attitude towards the past, whilst a past-negative orientation describes a 
pessimistic attitude towards the past. Present-hedonistic orientation is associated with 
a pleasure-seeking orientation towards life, whilst present-fatalistic orientation 
describes an opposing view to life that is quite defeatist. Future describes a view to 
life where future consequences of actions govern the present.
Correlational studies have validated Zimbardo and Boyd’s model in different 
ages, socio- economic backgrounds, and countries, and shown the ZTPI predicts 
certain behaviours such as risky behaviours like smoking and drinking (i.e. 
Apostolidis & Fieulaine, 2004; Lennings, 2000). This model might be specific to 
westernised relationships with time since existing studies have typically sampled 
western cultures, but more research is needed to establish this. Overall research 
supports the five TP model and indicates that the characteristic way people tend to 
orientate towards specific temporal zones is a relatively stable aspect of someone’s 
personality. A strength of Zimbardo and Boyd’s model is that it acknowledges that an 
individual’s characteristic TP usually has a combination of influences from temporal 
focuses rather than being a expression of just one temporal frame (Zimbardo & 
Boyd, 2008). This fits with cognitive processing theories which indicate that whilst 
processing systems can selectively orientate towards classes of information, they 
receive inputs from other types with varying degrees and are amenable to change 
(e.g. Hayes & Hirsch, 2007).
The amenability aspect of TP is important to clinical psychology but it 
remains unclear how best to utilise it. A systematic review of interventions that 
attempted to ‘alter’ an aspect of someone’s TP towards present and future 
orientations indicated that this might be a viable pathway for enhancing aspects of 
well-being, however, it also raised questions about intervening with one TP direction
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only (see literature review). Boniwell and Zimbardo (2004) argue that having a 
balance in TP dimensions and an ability to flexibly move between orientations to 
meet the demands of any given situation, is more conducive to well-being than 
having a strong focus towards any one TP orientation. They hypothesised that higher 
scores in past-positive, present-hedonistic and future dimensions of TP, and 
moderately lower scores on past-negative and present-fatalistic dimensions of TP (as 
assessed using the ZTPI) would constitute a balanced time perspective (BTP).
Using this criterion as a guide, but operationalising it in different ways, three 
correlational studies provide some support for the theoretical relationship between 
BTP and well-being since they observed that individuals with a BTP had higher 
levels of subjective well-being (SWB) than others (Drake et al., 2008; Boniwell, 
Osin, Linley & Ivanchenko, 2010; Stolarski et al., 2011). SWB is the cognitive and 
affective assessment of person’s life and viewed as an important indicator of 
someone’s well-being (Diener, 2009). Each study assessed SWB slightly differently, 
for example Drake et al. (2008) assessed subjective happiness, and Boniwell et al. 
(2010) assessed several aspects including positive and negative affect and life 
satisfaction. Drake et al. (2008) also examined the relationship between TP and trait 
mindfulness. They found that trait mindfulness positively correlated with BTP and 
past-positive TPs; negatively correlated with past-negative, present-fatalistic and 
present-hedonistic TPs; and did not correlate with Future TP. Furthermore, 
individuals with this operationalisation of BTP were significantly more mindful, and 
happier, than those who did not have a BTP. They concluded that cultivating 
mindfulness might be a mechanism for BTP to form, but causality cannot be assumed 
from correlational data.
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Trait mindfulness can be cultivated through a form of meditative practice 
which involves a process of noticing internal and external experiences without 
evaluation or judgement (Brown, Ryan & Creswell, 2007). Models of mindfulness 
offer slightly different descriptions but they all describe it as a complex process 
involving interactions between a number of components, including cognitive, 
affective and neurological processes (Shapiro et al, 2006; Carmody, Baer, Lykins, & 
Olendzki, 2009). It could be argued that single-dimension questionnaires fail to 
capture the complexity of trait mindfulness and since Drake et al. (2008) only 
measured one aspect of trait mindfulness, present-moment awareness, it remains 
unclear what aspects of mindfulness might account for the observed relationship 
between mindfulness and BTP. TP might be more related to awareness aspects than 
non-judgement aspects, however it might be related to other aspects, therefore more 
research is needed to examine what aspects of trait mindfulness are linked with TP 
and how this might relate to BTP.
Higher levels of trait mindfulness have been found to mediate positive 
changes in well-being by increasing cognitive and affective flexibility (Shapiro et al., 
2006). Therefore, trait mindfulness might weaken any cognitive bias towards one TP 
direction that individuals are prone to, in turn, promoting increased balance and 
flexibility. However, three different operationalisations of BTP exist and do not 
appear to adequately capture flexibility making it difficult to establish how BTP and 
trait mindfulness are linked, and if this is due to flexibility. For instance, very high 
scores on a TP direction (using the ZTPI) might indicate that someone is ‘stuck’ in a 
TP orientation and less able to flexibly move between TP orientations, and it is 
unclear whether these individuals are categorised as having a BTP by existing 
operationalisations.
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1.1. Research objectives
This project aims to expand on a previous study (Drake et al, 2008) that 
examined the relationship between TP, trait mindfulness, and well-being with more 
refined measures of trait mindfulness and additionally operationalising TP in a way 
that attempts to include cognitive flexibility This might involve examining whether 
individuals who have an absence of particularly high and low scores on TP sub­
scales of the ZTPI, as well as having a BTP, have different patterns of correlations 
with overall and specific aspects of trait mindfulness and SWB than those who do 
not (i.e. other TP profiles, BTP only, flexible only). Examining TP and trait 
mindfulness in relation to SWB could improve our understanding of how an 
individual’s relationship with time affects their well-being.
1.2.1. Research questions
1. Is the profile of TP directions that a person has related to their overall trait 
mindfulness and SWB, and if so to which aspects?
2. Are previous operationalisations of BTP associated with trait mindfulness and 
SWB, and if so to which aspects?
3. Do TP profiles that are more flexible and balanced have stronger positive 
correlations with trait mindfulness and SWB than other TP profiles (including 
previous operationalisations of BTP), and if so to which aspects?
1.2.2. Hypotheses. The profile of TP directions that a person has will be 
related to their trait mindfulness and SWB; more specifically:
1. The main findings from Drake et al. (2008) in terms of how single TP profiles 
are related with SWB (i.e. only past-positive will be positively correlated with 
SWB) will be replicated.
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2. Awareness aspects of trait mindfulness will be more related to TP than other 
aspects of trait mindfulness (Le. non-judgement).
3. BTP will be positively correlated with overall trait mindfulness and SWB.
4. An operationalisation of BTP that incorporates flexibility will have stronger 
positive correlations with overall trait mindfulness and SWB than other BTP 
operationalisations.
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2. Method
2.1. Participants.
Participants will be eligible to take part if they are aged between 18-74, and 
are from the UK. A question in the demographic section on the survey will ask where 
the participant is living with the aim to restrict the sample to individuals living in the 
UK. Anyone who feels that they can answer the questions in English will be eligible 
to take part.
To detect a correlation with medium effect between two variables (r=0.3) 112 
participants are needed to obtain a power of 90% to establish whether the 
correlations coefficient is different from zero at the 5% level using a 2-sided test. 
258 participants are needed to detect a smaller effect (r=0.2) and given that the 
online survey method could yield higher numbers than a paper and pen method, at 
least 258 participants will be recruited. (Calculations using G*Power [v3.1.3]; Paul, 
Erdfelder, Lang & Buchner, 2007)
The survey will be advertised on social-media websites including Facebook 
and Twitter.1 The online method might bias the sample towards individuals who use 
the internet, therefore to maximise variability a variety of snowballing and 
opportunistic strategies, including asking participants to ‘tweet’ about the survey and 
tell friends, work colleagues and family members, will be used.
2.2. Measures.
Please see Appendix B -  D for copies of the measures.
2.2.1. Demographics. Demographic information will be collected, including 
age, education level, gender and ethnicity.
1 A sample advert can be found in Appendix A
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2.2.2. Subjective well-being. Life satisfaction and positive and negative 
affect are viewed as important components of the cognitive and affective aspects of 
SWB (Diener, 2009). The Scale of Positive and Negative Experience (SPANE; 
Diener, Wirtz, Tov, Kim-Prieto, Choi, Oishi, & Biswas-Diener, 2009) is a 12-item 
questionnaire assessing positive (i.e. joyful) and negative (i.e. sad) feelings. Diener 
et al. (2009) found this scale to have high internal reliability (a= .87) and each 
affective dimension demonstrated expected patterns of correlations with other 
measures of emotion indicating construct validity (i.e. negative affect negatively 
correlated with happiness; r=-.48, pc.001).
The Satisfaction With Life Scale (SWLS; Diener, Emmons, Larsen & Griffin, 
1985) asks individuals to indicate how satisfied they are with life on five aspects 
using a Likert scale. It has high internal reliability (a=.0.87; Diener et al., 1985) and 
shown to differentiate between low and high life satisfaction in a variety of samples 
with good construct validity (i.e. negatively correlated with distress; r=-.12, p<001; 
Pavot & Diener, 1993)
2.2.3. Trait mindfulness. Trait mindfulness will be measured using the five facet 
mindfulness questionnaire (FFMQ; Baer, Smith, Hopkins, Krietemeyer, & Toney, 
2006). This 39-item questionnaire was developed following factor analyses 
conducted on items from validated mindfulness questionnaires which identified five 
distinct aspects of trait mindfulness: acting with awareness, observing, describing, 
non-judging of inner experience, and non-reactivity to inner experience. All sub­
scales demonstrated adequate to good internal reliability (a=.87, .83, .91, .87, .75, 
Baer et al., 2006). Expected correlations between the five facets and aspects of SWB 
were found in community and student samples demonstrating construct validity (i.e. 
correlated positively with self-compassion; 7^.14, .30, .40, .48, .53, p<.001; Baer et
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al., 2006). Previous experience of, and current amount of meditation or mindfulness 
practice will also be assessed.
2.2.4 Time perspective. Time perspective (TP) will be measured using the 56- 
item ZTPI which comprises of five sub-scales: past-negative, past-positive, present- 
hedonistic, present-fatalistic and future (Zimbardo & Boyd, 1999). All sub-scales 
demonstrated adequate to good internal reliability (oc=.83, .72, .81, .73, .75) and were 
correlated with hypothesised associated psychological constructs indicating construct 
validity (i.e. consideration of future consequences was positively correlated with 
Future and negatively correlated with present-hedonistic, r=.52, -.31, pc.OOl, 
Zimbardo & Boyd, 1999). Table 1 (next page) outlines three existing BTP 
operationalisations.
Table 1. Summary of balanced time perspective (BTP) operationalisations
Study Brief description
Drake et al. A combination of TP scores using a ‘cut-off’ method:
(2008) Low (< 33rd percentile) scores on past negative and 
present fatalistic; moderate (>33rd to < 66th 
percentile) to high (> the 66th percentile) scores on past 
positive, present hedonism, and future.
Boniwell et al. A cluster analysis approach identifies groups of
(2010) individuals exhibiting similar patterns of TP scores and 
the optimal profile (Boniwell & Zimbardo, 2004) is 
used as a guide to identify the BTP cluster.
Stolarski et al. Individuals are given a score based on the extent that
(2011) their TP profile deviates from an optimal TP profile.
Cognitive flexibility is likely to be indicated by an absence of strong bias 
towards any of the five TP directions, such as absence of very high or low scores in 
any TP direction, but we would investigate other combinations of TP scores and their 
correlations with overall and specific aspects of trait mindfulness and SWB.
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2.3. Design
This project has a cross-sectional correlational design.
2.4. Procedure 2
A pilot study found completion time ranged from 25 - 30 minutes (N=3; 
M=26). Participants will respond to adverts (e.g. on Facebook or Twitter) by 
accessing a link to a survey. They will be asked to tell anyone who they think might 
be interested about the survey. They will read an information sheet and sign a 
consent form if they are interested in taking part. Participants will then complete the 
questionnaires in succession. Upon completion, participants will access a debrief 
page which will include contact details of certain charities in the unlikely event that 
they feel discomfort from taking part in the study. Participants will be thanked for 
taking part in the study and offered the opportunity to receive a summary of the study 
once it has been completed.
2.5. Ethical considerations
The author is aware that several ethical considerations exist when conducting 
research online, and has consulted the BPS document (BPS, 2007). All potential 
participants who respond to the advert will be given an explanation of the study and 
what their participation would involve, and the opportunity to contact the author to 
ask any questions that they might have, on the first page of the website. Those who 
are still interested will be asked to complete the online consent form (see Appendix F 
and G for the information sheet and consent form). Participants will be informed they 
are free to withdraw at any time, up until they have clicked the final item.
Data will be stored in accordance with the data protection act 1998. All 
information gathered during this research study will be stored securely in
2 Figure 1 represents a diagram illustrating the procedure in Appendix E
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anonymised form (no personal identifiers) at the University of Surrey for up to five 
years, on a password protected computer, and will only be seen by members of the 
research team (including the author and research supervisor).
It is not expected that completing the questionnaires will cause distress. 
However in the unlikely case this happens, the questionnaires and debrief sheet 
(please see Appendix H) will encourage participants to contact the researcher or one 
of the charities whose contact details will be included at the bottom of these sheets.
2.6. R & D considerations
This study does not require NHS ethics. The author will submit the project to 
the University research ethics committee.
2.7. Proposed Statistical Analyses
1. Calculate scores on sub-scales and overall scales of all the variables.
2. Identify individuals with a BTP profile as operationalised by existing 
methods (see Table 1).
3. Explore other ways to operationalise BTP to include cognitive flexibility.
4. Examine the associations between all the different variables using the 
appropriate correlation coefficients.
2.8. Service user and Carer Consultation
This project is not aiming to recruit a clinical population but the author has 
consulted the Co-ordinator of Service User and Carer Involvement at Surrey 
University, about the development of the materials.
2.9. Feasibility
The author is aware of potential obstacles to completing this study:
• Pilot survey extensively to screen for errors.
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• To ensure the quality of the information collected and that the sample 
comprises of a wide range of demographics, the responses will be screened at 
regular intervals.
• The on-line design will keep project costs to a minimum, so adverts 
can be paid for to maximise the variety of participants sampled.
• The length of online questionnaires is negatively correlated with 
response rate (Galesic & Bosnjak, 2009). To increase response rate 
participants will have the option to complete the survey in stages, and with 
their consent, these participants will be sent reminders to complete it.
2.10. Dissemination strategy
I hope to disseminate my research findings by the following means:
• Submit to a peer reviewed journal, potentially The Journal of Positive 
Psychology.
• Share research findings with positive psychology websites.
• Present findings to a relevant national research conference
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Appendices for the Major Research Project Proposal
Appendix A: Sample advert
Are you interested in completing a short survey about time and well-being? 
What is the survey about?
I am interested in finding out about how people experience the passage of time. I am 
curious to see if the way that people experience time impacts on their well-being.
Who can take part in the study?
Anyone who is aged between 18 to 74 and lives in the UK take part in this study. 
Who is doing the research?
My name is Gemma Perman. I am a Trainee Clinical Psychologists based at the 
University of Surrey, Guildford. I am conducting research as part of my PsychD 
thesis within the Psychology Department.
What would it involve?
You would be asked to take to complete a series of short questionnaires buy 
accessing an online survey. The survey should take approximately 25-30 minutes to 
complete.
How do I find out more?
To find out more or to take part in this study, please contact us, Gemma Perman at 
g.perman@surrey.ac.uk.
Thank you for your help and I look forward to hearing from you.
This study has been granted a favourable ethical opinion by the ethics committee of 
the Faculty of Arts and Human Sciences at the University of Surrey.
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Appendix B: Zimbardo’s Time Perspective Inventory
Please see Appendix C in the empirical paper.
Appendix C: Five Facets of Mindfulness Questionnaire
Please see Appendix C in the empirical paper for the shortened version of the Five 
Facets of Mindfulness Questionnaire, which was used in the final study.
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Appendix D: Satisfaction with Life Scale and the Scale of Positive and Negative 
Emotions
Please see Appendix C in the empirical paper for copies of these subjective well­
being questionnaires.
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Appendix E: Diagram of proposed procedure
Finalise protocol. Pilot survey. 
1
Advertise survey. Participants 
contact researcher for more 
information ^r to take part.
Information sheet and consent 
form sent. Link for survey sent 
to interested participants.
1
Participants access survey. 
Read another copy of the 
information sheet and consent 
form. Give consent.
i
Complete questionnaires.
1
Access debrief page. Thanked 
for completing study.
Appendix F: Information sheet
Please see Appendix B in the empirical paper for a copy of the final information 
sheet.
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Appendix G: Consent form
Please see Appendix B in the empirical paper for a copy of the final consent form.
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Appendix H: Debrief page
Please see Appendix B in the empirical paper for a copy of the final debrief page.
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The Literature Review
Time perspective and wellbeing: A systematic review of 
interventions which aimed to improve wellbeing by altering
time perspective
Year One
This review was deemed suitable for inclusion in the following peer reviewed
journal, Time and Society.
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Abstract
The way that the past, present and future are drawn on to give coherence to 
our experiences is known as time perspective (Zimbardo & Boyd, 1999). Time 
perspective theory argues that a time perspective stuck towards one time orientation 
can be dysfunctional, and that a flexible and balanced time perspective (BTP) is 
more associated with well-being (Boniwell & Zimbardo, 2004). Evidence suggests 
that the relationship between time perspective and well-being is complex, 
highlighting a need for research to folly understand this relationship by considering 
which interventions could enhance well-being by altering time perspective (TP). This 
review systematically examined studies which aimed to increase well-being through 
altering an aspect of someone’s time perspective. The studies reviewed included 
interventions which aimed to increase levels of future time perspective by 
encouraging healthier behaviours, alongside mindfulness interventions that aimed to 
increase awareness of the present moment. The latter intervention type was included 
since this type of mindfulness intervention might cultivate a form of time perspective 
that is conceptually similar to a BTP as set out by Boniwell and Zimbardo (2004).
The review evaluated the impact of these interventions on well-being. Some 
evidence for the causal influence of altering TP on well-being was found. A number 
of potential factors were highlighted that might influence the effectiveness of these 
interventions, including populations sampled, predisposition for adopting certain TPs 
pre-intervention, and TP and well-being measures used. Cultural and ethical issues 
were raised about the assumptions made by TP altering interventions. Importantly, 
this review found some support for the notion that encouraging flexible or balanced 
TP, is associated with mindfulness, and recommended that future research
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investigated how BTP can be cultivated using mindfulness techniques, perhaps 
through cross-sectional or intervention studies.
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1. Introduction
Empirical interest in time perspective, ‘an individual's view of his 
psychological future and psychological past, at any given moment’ (Lewin, 1951, as 
cited in Zimbardo & Boyd, 1999, p. 1271) has resulted in overlapping constructs of 
time perspective, which has been commented on by many authors (Drake, Duncan, 
Sutherland, Abemethy, & Henry 2008; Teuscher & Mitchell, 2011; Stolarski, Bitner, 
& Zimbardo, 2011). In an attempt to examine individual differences of time 
perspective, a number of instruments have been used, (i.e. the consideration of future 
consequences, Strathman, Gleicher, Boninger, & Edwards, 1994; the ‘Circles Test’, 
Cottle, 1967; the Time Attitude Scale, Nuttin, 1985; and the Time Competence Scale, 
Shostrom, 1974). However, these measures can be criticised for either failing to 
capture the foil complexity of time perspective by focusing on a specific aspect of a 
certain time perspective or for assuming that scoring high on one time perspective 
means that you score low on another (Boniwell, 2009). This is potentially 
problematic given that time perspective (TP) is often commented to be associated 
with well-being (Boniwell & Zimbardo, 2004). The term well-being is also used to 
refer to a number of related constructs, for instance subjective happiness and life 
satisfaction (Lyubomirsky & Lepper, 1999; Diener, Suh, & Oishi, 1997).
With the aim to resolve the limitations of previous TP measures and to 
develop an empirically tested and standardised inventory that captures the complex 
and multi-dimensional nature of TP, Zimbardo and Boyd (1999) developed a time 
perspective inventory which indicated five dimensions exist to time perspective. 
These are: Past-positive, past-negative, present-hedonistic, present-fatalistic and 
future. People scoring high on past-positive are thought to possess an attitude 
towards the past that is affectionate, and sentimental, which is in stark comparison to
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those scoring high on past-negative who hold pessimistic, depressing and somewhat 
unconstructive attitudes towards the past. Present-hedonistic refers to individuals 
who hold a pleasure-seeking orientation towards life, whilst those who hold quite an 
opposite view to life, or defeatist attitude to the present are present-fatalistic. The 
final orientation to time, future, describes individuals whose perception of future 
goals, rewards or consequences govern the present.
Empirical research demonstrates that scores of TP on this inventory can 
differentiate individuals by a range of attitudes, behaviours and values (Zimbardo, 
Keough & Boyd, 1999; Zimbardo & Boyd, 1999) providing evidence for the multi­
dimensional nature of TP. Importantly, Zimbardo and Boyd’s view of TP, such that 
the way we perceive, partition or respond to our experience of time can govern 
present behaviour and psychological functioning, is found to be associated with 
different aspects of well-being. For example, future time perspective has been 
correlated with a number of positive factors implicated in well-being including self 
efficacy (Lennings & Gow, 1997), goal planning (Seijts, 1998) and academic 
achievement (De Voider & Lens, 1982). Present-hedonistic time perspective is 
correlated with risky or unhealthy behaviours including promiscuous sexual 
behaviour, driving dangerously, substance misuse, and smoking (Keough, Zimbardo, 
& Boyd, 1999; Rothspan & Read, 1996). Past-positive time perspective has been 
correlated with well-being in older adults (Kazakina, 1999).
In summary, the general pattern that emerges from this research is that future 
time perspective is associated with healthier behaviour. As a result, many health 
researchers have recommended that the focus of health interventions should be on 
increasing levels of the future time perspective (FTP) and this research identified the 
aspects of well-being that could be targeted (i.e. risky alcohol consumption,
106
Beenstock, Adams, & White, 2011; improving quality of life in adolescents with 
cancer, Bitsko et al, 2008; smoking cessation, Adams, 2009). Despite a wealth of 
evidence for the benefit of interventions that manipulate a person’s time perspective 
into a more future orientated one, to the author’s knowledge no review has assessed 
the state of knowledge about interventions which try to alter time perspective (TP) in 
this way.
1.1. Balanced time perspective
Recently, Boniwell and Zimbardo (2004) have offered an opposing view 
point to the historical favouritism for future time perspective (FTP) since they argue 
that continuously striving for fixture goals can result in sacrificing the present- 
moment experience. They instead propose that having a more balanced time 
perspective (BTP) could be more associated with well-being, which has obvious 
implications for well-being enhancing interventions. Boniwell and Zimbardo (2004) 
propose that a BTP allows individuals to synthesise past, present and future time 
perspectives in the context of the present, where the ‘past, present, and future 
components blend and flexibly engage, depending on a situation’s demands and our 
needs and values’ (Zimbardo & Boyd, 2008, p.62). Research indicates that a BTP is 
associated with well-being (Drake et al., 2008; Boniwell, Osin, Linley & 
Ivanchenko, 2010). Therefore, although there is some evidence for Boniwell and 
Zimbardo’s (2004) claim that there is an overemphasis on FTP and that a BTP is 
more associated with wellbeing, they acknowledge that empirical development and 
understanding of the clinical implications of BTP is desperately needed.
1.2. Mindfulness
Are there any other processes which alter the way people focus their 
awareness or experience of time that are similar to the concept of BTP? An
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alternative approach to altering time perspective is the mindfulness paradigm. If we 
consider Kabat-Zinn’s definition of mindfulness, “the awareness that emerges 
through paying attention on purpose, in the present moment” (2003, p. 145). This 
definition could be interpreted that mindfulness demonstrates an increased ability to 
be present-aware and synthesise past, present and future in the context of the present, 
which is similar to how Boniwell and Zimbardo (2004) define a BTP.
Only one study to the author’s knowledge has examined mindfulness, time 
perspective and well-being. Drake et al. (2008) correlated the scores on the ZPTI, the 
Mindful Attention Awareness Scale (MAAS, Brown & Ryan, 2003) and Subjective 
Happiness Scale (Lyubomirsky & Lepper, 1999). They found that participants 
possessing a BTP were significantly more mindful and happier than the other TP 
groups. These findings provide some rationale for thinking that encouraging a BTP 
can be achieved through mindfulness training, and in turn potentially improving 
well-being. However, in order to further establish this, there is a need for research to 
further explore the associations between mindfulness, time perspective and well­
being.
1.3. Summary of literature review aims
There has been a recent shift in the literature towards holding a flexible and 
balanced time perspective (BTP), since this is suggested to be more associated with 
well-being (Boniwell & Zimbardo, 2004; Drake et al., 2008; Boniwell et al., 2010). 
There is some evidence for this claim, but more is needed. It is possible that greater 
mindfulness ability is associated with a BTP, highlighting an important area for 
future research. However, there is a need to first fully understand the relationship 
between TP and well-being since the evidence from the literature indicates that this
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relationship is complex, and one way to achieve this is to consider which 
interventions could enhance well-being by altering an aspect of someone’s TP.
Therefore, the aim of this review is to systematically examine studies which 
aim to increase well-being through altering time perspective in some way. This will 
include studies which aim to increase FTP in order to improve well-being by 
encouraging healthier behaviour, since the majority of research has focused on these. 
It will also include studies of mindfulness3 which aimed to increase well-being by 
increasing awareness of the present-moment awareness (since this might be similar 
to having a BTP set out by Zimbardo and Boniwell, 2004). Therefore the aims of the 
current review are as follows:
1) To examine the impact of time perspective altering interventions (present- 
moment awareness and future) on well-being, and identify advantages or 
disadvantages of adopting this time perspective altering approach.
2) To try to disseminate this knowledge to further develop our understanding 
of the association between balanced time perspective, mindfulness and well-being.
3 To clarify, the aim of this review is not to evaluate mindfulness as a clinical intervention, since 
other literature reviews have adequately done this (i.e. Baer et al, 2003).
2. Method
2.1. Defining time perspective and search terms
Due to interchangeable language used in the literature to refer to dissimilar 
conceptualisations of time perspective, the first stage of the search involved 
identifying the common ways to refer to Zimbardo’s operationalisation of 'time 
perspective' and ‘future time perspective’ in the existing literature. The following 
terms identified were: ‘time perspective’, ‘time orientation’, ‘time focus’, ‘future 
focus’, ‘future orientation’, ‘temporal zone’, ‘temporal focus’, ‘temporal orientation’ 
and ‘temporal bias’. It is essential that time perspective is closely related to 
Zimbardo’s conceptualisation of time perspective, not because the author disagrees 
with other definitions of time perspective, but because of the advantage the multi­
dimensional nature ofZTP (Zimbardo & Boyd, 1999) has over other uni-dimensional 
operationlisations of time perspective. After reviewing some of these articles it was 
clear that ‘time focus’, ‘future focus’, ‘temporal zone’ and ‘temporal bias’ identified 
irrelevant articles. Additionally, the Consideration of Future Consequences Scale 
(CFCS, Stratham et al., 1994) has been widely used in health research to measure a 
similar construct to Zimbardo’s future time perspective dimension (FTP), so variants 
of this scale’s name were added to the search terms.
Defining FTP in this way means that although being hopeful and optimistic 
are examples of future orientated thinking, they are slightly different to Zimbardo 
and Boyd’s conceptualisation of FTP. Therefore, these terms will not be included in 
the search terms. Whilst it warrants more research, exploring the effectiveness of 
interventions inducing hope or optimism in developing levels of FTP, is out of the 
scope of this literature review and warrants a separate review.
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2.2. Defining present-moment awareness and associated search terms
In order to identify interventions that have directly or indirectly altered 
someone’s time perspective to being orientated towards the present-moment, a 
review of the most commonly used mindfulness measures was conducted to identify 
the scales that measure present-moment separately The Kentucky Inventory of 
Mindfulness (Baer, Smith, & Allen, 2004) the Five Facet Mindfulness Questionnaire 
(Baer. Smith. Hopkins. Krietemever. & Toney. 2006) and Philadelphia Mindfulness 
Scale fCardaciotto. Herbert. Forman. Moitra. & Farrow. 2008) were identified as 
containing separate awareness or acting-with-awareness subscales and these were 
considered to reflect the present-moment awareness orientation.
2.3. Final search terms
Commonly used terms in the literature to refer to interventions were used to 
further ensure the identification of articles that are relevant. The final search terms 
were used with Boolean logic: TI (INTERVENTION OR TRAINING or 
PROGRAM* OR REDUC* OR MANIPULAT* OR ALTER*) AND AB ("time 
perspective" or "time orient*" or "temporal zone" or "temporal orient*" or "future 
orient*" or "future consequences scale" or "CFC" or "CFCS" or "consideration of 
future consequences" or "present awareness" or "present moment" or "present 
orient*" or "kentucky inventory of mindfulness" or "kirns" or "Philadelphia 
mindfulness" or "five facet mindfulness"). The title and abstract combination was 
decided upon after preliminary searches testing the terms.
2.4. Databases searched
The systematic review was conducted using the computerised database 
Psychinfo (1806-2012). To ensure that key interventions were not omitted single
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searches using variants of “time perspective” and “intervention” were conducted on 
Science Direct and Web of Knowledge databases.
2.5. Inclusion and exclusion criteria
Articles were included/excluded on the basis of:
A. Language: English language papers only.
B. Article format: dissertations when foil access was available, book chapters 
were excluded.
C. Design: due to the small number of relevant papers, papers were classed as 
interventions if they either directly or indirectly manipulated time 
perspective, claimed to impact well-being in some way, and included 
measures of well-being at both pre to post, or post intervention only. 
Therapeutic interventions were excluded since this would require a separate 
systematic review (i.e. mindfulness based cognitive therapy).
D. Intervention focus: only interventions aiming to increase the dominance of 
the future orientation or present-moment awareness in time perspective 
profiles, in either health psychology interventions or mindfulness 
interventions, were included.
Additional criteria for interventions aiming to increase the dominance of the 
future time perspective (FTP) were as follows:
E. FTP definition: interventions conceptualising the future time perspective 
resembling Zimbardo and Boyd’s, or Strathman’s operationalisation, were 
included (i.e. the life view whereby someone continuously considers the 
consequences of future outcomes, and as a result aligns one’s action with the 
pursuit of their goals ,Zimbardo & Boyd, 1999; Strathman et al., 1994).
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F. Measures: interventions using less well known measures of time perspective 
were included as long as the intervention met all other inclusion criteria.
Terms such as, ‘rumination’, ‘hopelessness’ and ‘depressed thinking’ were
not included in the search terms since these concepts are slightly different to the FTP 
operationalisation used in this literature review. However, interventions that were 
found using the finalised search terms which aimed to manipulate levels of depressed 
thinking (or related terms), were included in the final sample if they explicitly aimed 
to increase levels of the future time perspective.
Additional criteria for interventions aiming to increase the dominance of 
present-moment awareness, were as follows:
G. Assessment of present-moment awareness: interventions were only included 
if they assessed levels of present-moment awareness during an intervention. 
This could either be in the form of a change score (pre to post intervention), 
or as a final outcome score (post intervention). They must have used any of 
the scales described earlier that were considered to assess present-moment 
awareness (i.e. (KIMS, FFMQ or Philadelphia Mindfulness scale). Any other 
present-moment or present time perspective interventions were excluded.
2.6. Review Procedure
Relevant papers were identified by reviewing their abstracts as follows: (1) 
identified interventions that claimed to directly or indirectly manipulate levels of 
future time perspective or present-moment awareness, (2) identified those 
interventions classified as future or present-moment awareness altering using the 
criterion outlined above, (3) cited papers in articles included for the review were 
checked, and (4) entire process repeated to ensure that relevant articles had not been 
excluded from the preliminary analysis.
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3. Results
3.1. Description of interventions included
One hundred and forty one papers were identified during the initial databases 
search. Ten met the criterion outlined earlier and selected for the review. In line with 
criterion C, 17 articles were excluded since they were considered to evaluate the 
effectiveness of established therapeutic interventions, including Solution Focused 
Therapy, Acceptance and Commitment Therapy, Trauma Focused Therapy, Crisis / 
Counselling and Cognitive Behaviour Therapy. There were 11 articles that evaluated 
peer education or family based poverty programs which were excluded. No articles 
using CFC were included since they did not aim to either alter TP directly, measure 
aspects of well-being (e.g. information seeking, group conflict, waste reduction) as 
defined for this review, or include pre -  post measures if they were indirect 
manipulations («=14). Two articles were excluded at a later date since they did not 
appear to meet either Zimbardo's or Strathman et al.’s conceptualisations. 43 papers 
were identified as present-moment awareness altering interventions, but 40 were 
excluded either because they evaluated an established therapeutic intervention or 
because they did not use one of the approved measures to assess present-moment 
awareness (criterion G). See Appendix A for summary of excluded articles.
In summary, the database search identified ten interventions. Eight 
interventions were categorised as future time perspective (FTP) altering interventions 
and two were categorised as present-moment awareness altering interventions. All of 
these interventions assessed changes in levels of the future time perspective or 
present-moment awareness quantitatively. The ten studies that comprised the final 
sample were grouped into the following categories on the basis of what aspects of
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well-being they were attempting to influence through their time (future or present) 
altering intervention:
I. Health related behaviours: Five examined the effect of increasing levels of 
the future time perspective on health related behaviours and can be grouped 
into four sub-categories by the problematic behaviours or attitudes they 
aimed to address: (a) Risky Single Occasion Drinking (Murgraff, McDermott, 
White, & Phillips, 1999), (b) Unsafe sexual behaviour (Richard, van der 
Pligt, & de Vries, 1996), (c) Physical activity (two studies by Hall & Fong, 
2003), and (d) Heroin addiction (Henik & Domino, 1974).
II. Career development: One study aimed to help people develop their career 
goals by increasing the dominance of the future time perspective (Marko & 
Savickas, 1998)
III. Suicidal thinking or ideation: Two studies aimed to decrease suicidal thinking 
or ideation by increasing levels of the future time perspective orientation 
(Beek, Kerkhof & Beekman, 2009; Chin, 2011).
IV. Stress reduction: Two studies that aimed to reduce stress by promoting 
present-moment awareness (Branstrom, Kvillemo, Brandberg & Moskowitz, 
2010; Harris, 2010)
A variety of measures were used to assess time perspective in the ten studies 
selected for the current review. Four interventions were conducted before the 
Zimbardo Time Perspective Inventory (ZTPI) was developed, potentially explaining 
their choice of assessment. Marko and Savickas (1998) used two measures to assess 
levels of the future time perspective: the Long-term Personal Direction Scale (LTPD) 
by Wessman (1973), which assess the extent that temporal frames are aligned to 
personal goals; and the Achievability of Future Goals scale (AFG: Heimberg, 1961),
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which assesses positive evaluation of the future. The authors state that state these 
scales are validated in career development studies. Hall and Fong (2003) devised a 
specific exercised based measure to assess future time perspective (TPQ-E), and 
reported this scale demonstrated high (a=.85), low (a=0.58) and acceptable (a=0.66) 
internal consistency at pre, post-intervention and follow-up, limiting the validity of 
this scale. Henik and Domino (1974) assessed future time perspective in four ways: 
Future events, Story completion, Common life events and Time metaphors (the 
‘Circles Test’, Cottle, 1967). Chin (2011) assessed future time perspective using both 
the Future Time Perspective Scale (FTPS; Husman & Shell, 2008) and Temporal 
Focus Scale (TFS; Shipp, Edwards, & Lambert, 2009), which are subject to criticism 
due to their questionable validity in assessing future time perspective (Boniwell, 
2009).
The final ten time perspective altering interventions are discussed and 
categorised into intervention type, based on two things: (1) the way that the 
intervention alters some aspect of someone’s time perspective (i.e. encourages 
participants to focus on negative consequences of behaviour to increase future 
focused thinking, or increase levels of present-moment awareness), and (2) what 
aspect of well-being the intervention aims to influence (i.e. decreasing unhealthy 
behaviours, decreasing suicidal ideation). The advantages and disadvantages of each 
intervention type are discussed in turn. All interventions have been reported in Table 
2 (see Appendix B).
3.2. Type of interventions
The future time perspective (FTP) altering interventions can be categorised 
into five main types: (1) anticipating negative affect after unhealthy behaviours, 
(77=2), (2) goal setting exercises («=4), (3) rehabilitation programmes (%=!), and (4)
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increasing future positive focused thinking («=!). The two present-moment 
awareness TP interventions are considered to be mindfulness based programs aiming 
to reduce stress, and will be outlined last.
3.2.1. Anticipating negative affect after unhealthy behaviours. Two 
interventions can be considered as interventions attempting to decrease the level of 
risky behaviours through the promotion of future focused thinking: Murgraff et al., 
1999; Richard et al., 1996). These risky behaviours were unsafe sex and hazardous 
drinking. These intervention studies attempted to promote future time perspective by 
instructing participants to focus on the way they might feel after engaging in a risky 
behaviour, in a single session. Self-reported levels of the risky behaviour (i.e. 
condom use during casual sex and drinking behaviour) after the intervention were the 
primary outcome measures of the interventions. Other factors were also measured 
(i.e. level of emotion associated with the behaviour) but not commented on further in 
the review since not used as a well-being indicator. Richard et al. (1996) assessed 
changes in behaviour at four weeks and four months post-intervention, whereas 
Murgraff et al. (1999) assessed changes in behaviour at a single time-point, two 
weeks post-intervention.
Murgraff et al. (1999) did not find a change in hazardous drinking following 
completion of the intervention. Richard et al. (1996) found that the group which 
focused on their anticipated feeling after engaging in unsafe sex (the future focused 
group) reported significantly greater condom use during casual sex encounters at the 
four months follow up time-point compared to the group which did not complete a 
future focused exercise. However, there was no baseline measure, limiting the 
interpretation of Richard et a l ’s (1996) finding. They could not measure behaviour at 
four weeks since no participants engaged in casual sex in one of the conditions so no
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comparisons could be made (in feelings 'about'). However, if Richard et al. (1996) 
did observe true phenomena, then it indicates that longer time periods might be 
needed to measure change in healthy behaviours as a result of TP interventions, since 
Murgraff et al. (1999) measured behavioural outcome after shorter time period. 
Murgraff et al. (1999) observed no effect of gender on levels of FTP, in comparison 
to Richard et al. (1996) who found that males reported less risky behaviour than 
females.
3.2.1a. Advantages and disadvantages. There are only two studies of this 
type, with several variations between their methods that could account for the 
inconsistent findings, so it is hard to compare the impact on well-being with this type 
of future time perspective (FTP) altering intervention. The inclusions of comparison 
groups strengthen their designs. It makes sense to conclude that focusing on 
anticipated feelings following a behaviour would increase levels of the FTP 
dimension, because this process involves focusing on the future consequences of that 
behaviour, which fits with both Zimbardo’s and Strathman’s conceptualisation of the 
FTP. However, neither study directly assessed changes in levels of time perspective 
from pre-intervention level so the above interpretation can only be inferred. It is 
possible that the influences of these kinds of interventions vary by gender, but more 
research is needed to establish this, especially in other cultures where gender 
differences are more apparent.
3.2.2. Goal setting. Four studies can be loosely categorised as adopting a 
goal setting or planning approach to increase future time perspective (FTP). Marko 
and Savickas (1998) used a post-test control design (4 weeks apart) to administer a 
TP intervention to high school and first year college participants with the aim to 
increase career development. This intervention took a didactic approach where
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participants in the experimental group received 40-minute weekly lessons consisting 
of an orientation, differentiation and integration phase that encouraged orientation to 
and optimism about the future; developed conceptual framework about the future 
which includes positive planning and goal setting attitudes by thinking about the 
meaning and significance of life at different stages; and developed awareness of the 
connection between present behaviour and future outcomes. TP (as measured by 
LTPD) scores significantly increased in the intervention compared to control group 
with a large effect size (Cohen's tif=.73). The AFG almost reached significance 
(p=.053) which contests the authors claims that the intervention increased optimism 
too, this could be due to failing to control for differences at pre-test. The reliability of 
the TP measure is suggested since it has been used in other related studies, 
demonstrating positive correlations with career related thinking, attitudes and 
optimism (Lopez-Baez, 1980; Ickes, 1981). Furthermore, Chin (2011) adapted the TP 
paradigm for individuals with depressive symptoms.
Chin (2011) administered a similar paradigm to Marko and Savickas’s (1998) 
design with the aim to observe decreases in symptoms of depression and predictors 
of suicidality (i.e. hopelessness) using a pre to post (one month) and follow up (six 
months) design. Although hopelessness (Beck Scale for Suicide Ideation; Beck & 
Steer, 1991) decreased in the FTP group compared to the control group, suicidal 
ideation did not (Beck Hopelessness Scale; Beck, Weissman, Lester, & Trexler, 
1974), and FTP did not increase at post, and no significant results were observed at 
follow up (six months).
In two studies, Hall and Fong (2003) used a pre to post to follow-up design, 
to examine the effect that a FTP intervention has on improving physical activity in 
University students completing a 10 week fitness class program, compared to a goal
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setting (GS) and no treatment (NT) group. The FTP intervention comprised of 
education and activities to increase the connection between present behaviour and 
longer future outcomes of physical activity via cognitive appraisal of the short and 
long term consequences of physical activity. The activities have some construct 
validity since they are adapted from activities found effective for increasing health 
protective behaviours (i.e. Gollwitzer, 1999). In comparison, the GS intervention 
used similar activities to evaluate the positive and negative consequences of physical 
activity, without the additional LT component. The interventions lasted for 30- 
minutes, and took place at the start of the first three exercise classes out of a ten 
week program. The primary outcome measures were changes in the average hours of 
physical activity over the past 30-days, along with estimates of minutes engaged in 
activities of varying intensity over the past seven-days (categorised as moderate, hard 
or very hard) on the Physical Activity Recall questionnaire (PAR, Sallis et al., 1985). 
In study one, only the TP intervention increased in average physical activity pre to 
post, and pre to follow-up, (as measured by the TPQ-E).
In study two, the authors argue that FTP is more associated with well-being, 
versus GS, since after controlling for baseline differences there was no significant 
effect of the GS intervention on physical activity. Despite the small sample size 
significant effects were observed, which suggests it is a strong effect. However, the 
FTP is not necessarily superior to the goal setting (GS) group, since when compared 
to both the GS and no intervention (NT) group the mean change in exercise-hours for 
the FTP group was significant at post-intervention (10.92h vs. 2.69h vs. 0.92h), and 
was only significantly different to the no intervention (NT) group at follow-up (8.5 h 
vs. -1.58). This could be because the group by time interaction at follow-up did not 
reach significance at the 0.05 level (p=.06).
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The extent that study one’s findings can be extended long term is unclear 
(which is against the author’s claims), since they found a group by time interaction 
on the PAR-7-day scale pre to post, with only TP significantly different to the NT 
group, but not pre to follow up, alternatively they found no group by time interaction 
on hours of physical activity pre to post, but a marginal one pre to follow up 
(p=.067). Importantly, there were no significant interactions on the TPQ-E, 
indicating that the intervention does not alter TP, let alone long term effects. It is 
unclear the reasons for the inconsistent findings, the authors attribute it to potential 
environmental changes (i.e. colder weather, so participants exercised less), or it could 
be due to low internal and construct validity of the TPQ-E, or due to the intervention 
itself.
3.2.2a. Advantages and disadvantages. Despite their limitations, these 
studies suggest that goal setting or planning based TP interventions, which include 
encouraging temporal continuity (which could be viewed as BTP), can lead to 
improvements in well-being, including optimism. However, expect for Chin’s (2011) 
comparisons with a true control group, control conditions are needed. This is because 
the non-significant change in TP could be attributed to ceiling effects since 
participants were already signed up to a physical exercise class, or career focused 
pre-intervention and might possess higher levels of FTP than normal, and have little 
change to make in TP.
Chin’s (2011) findings lend some support for FTP interventions reducing a 
predictor of suicidal ideation, however the author argues that the non-significant 
changes in FTP suggests that the benefit of this paradigm altering FTP is 
overestimated by Marko and Savickas (1998). This is a fair argument given that Chin 
(2011) included controlled for differences pre intervention and Marko and Savickas
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(1998) did not. This paradigm seems to increase continuity between the zones, so it 
would be informative to also measure balanced time perspective in a replicated study. 
Furthermore, Hall and Fong's (2003) findings suggest that there is something unique 
to FTP over goal setting, which could be something to do with improving 
connections, or continuity between past, present and future perspectives, since this 
was an additional aspect to the FTP intervention. This could be interpreted as 
fostering processes similar to those that constitute a balanced and flexible TP, and if 
so perhaps changes in BTP led to the improvements in well-being.
3.2.3. Rehabilitation. Henik and Domino (1974) measured changes in FTP 
pre to post intervention in heroin addicts on a nine-week methadone program, in 
comparison to a waiting list to the same program, as a control. They measured five 
components of time perspective which are density (amount of events expected), 
directionality (direction of movement), coherence (continuity between temporal 
zones), affectivity and extension (the extent that someone perceives movement into 
the future). Despite only observing a significant change on one FTP dimension, they 
concluded that addicts as a result of a methadone project could alter their TP into a 
more future orientated one as a result of participating in the methadone project.
Extension is comparable to constructs underpinning Zimbardo’s definition of 
TP and this is why the study was included. Using this understanding of TP, the 
results could be interpreted as demonstrating FTP is increased in heroin addicts after 
participation in a methadone programme. However, TP measures used (story 
completion, future events, metaphors and common life events) are not widely used 
and it’s unclear how reliable they are (Boniwell & Zimbardo, 2004).
3.2.3(l. Advantages and disadvantages. The lack of direct TP manipulation is 
a limitation; however the study involved a waiting list comparison group which is an
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advantage for interventions. Although successful completion of a methadone project 
would indicate a reduction in undesirable behaviour, a direct measure of well-being 
is needed in order to establish the effect of this intervention on well-being. For 
example, standardised measures about drug use would provide useful information, as 
would other markers of well-being (e.g. life-satisfaction). This intervention type is 
limited further since participants on the waiting list must already have started to 
expand their FTP, for instance a sizeable increase in FTP before entering the wait list 
might have accounted for the non-significant results. Furthermore, the study found 
that the treatment group scored comparatively lower in FTP compared to the normal 
population, which suggests that a longer intervention is needed or longer period to 
account for further individual development in time perspective, however it is unclear 
what the 'normal' was classified as.
3.2.4. Future positive thinking. Beek et al. (2009) offer a protocol for a RCT 
which aims to evaluate the effectiveness of a future orientated group training using a 
treatment as usual pre to post test design. Participants will be randomly selected into 
the two arms if they have suicidal thinking, irrespective of psychiatric diagnosis. The 
group will be based on common CBT principles including a specific FTP component 
of encouraging cognitive appraisals about future possibilities and goals, and using 
the Suicidal Ideation Scale and the ZTPI. In addition they will measure the extent 
that thoughts about the after-life govern present behaviour (transcendental thinking), 
and both negative and positive thoughts about past, present and future (time fluency). 
To the author’s knowledge this will be the first intervention that plans to alter future 
time perspective with the hope of decreasing suicidal ideation.
3.2.4a. Advantages and disadvantages. The potential clinical implications 
could be vast since it is an RCT, which would be the most appropriate design for
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attributing causality to TP altering interventions improving well-being. However, the 
study would need to be replicated and validated in different populations to perhaps 
confirm this. Although this might not be that important given that from a trans­
diagnostic perspective, cognitive processes implicated in suicidal thinking are 
applicable to other disorders so could be applicable to other populations that are not 
depressed (Holmes, Crane, Fennell, & Williams, 2007). Furthermore, if increasing 
future positive thinking alters FTP and reduces suicidal ideation, then it indicates that 
a deficit in positive thinking negatively affects cognitive processes necessary for 
thinking about future outcomes, which in turn would be evidence for there being an 
affective component to FTP.
3.2.5. Stress reduction interventions. Branstrom et al. (2010) and Harris 
(2010) examined the effects of an eight-week long mindfulness based stress- 
reduction (MBSR) training on several aspects of well-being. Branstrom et al. (2010) 
used a pre to post to follow-up waitlist control design, assessing change in primary 
outcome measures of well-being at post and follow-up (three months). Whereas 
Harris (2010) used a multiple baseline design, that is, no pre to post analyses were 
conducted. Branstrom et al.’s (2010) program is based on Kabat-Zinn’s (2003) 
MBSR which includes teaching mindfulness theory, and practical practice (i.e. yoga, 
meditation and body scanning where attention is brought to different areas of the 
body with eyes closed) and included a group component to aid problem solving 
about difficulties faced practicing mindfulness. They examined of number of psycho­
social aspects to assess changes in well-being in participants with a cancer diagnosis, 
who were not in current treatment, as a result of taking part in the mindfulness 
program. They found significant decreases in perceived stress (PSS; Cohen, 
Kamarck, & Mermelstein, 1983) and post-traumatic symptoms (IES-R; Horowitz,
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Wilner, & Alvarez, 1979), and increases in positive states of mind (PSOM; Horowitz, 
Adler, & Kegeles, 1988) in the intervention group, and no significant changes in the 
waitlist group.
Harris (2010) found increases in observing and describing subscales of the 
FFMQ so we cannot conclude if this intervention increased the present-moment 
awareness aspect of mindfulness. No changes in the PANAS or Self-compassion 
Scale were observed, but decreases on PSS (Cohen et al., 1983) and increases on 
frequency of self-care behaviours were. Therefore these findings are mixed, and the 
strength of significant results is unclear without effect sizes especially since the 
sample is small. However, the non-significant effects on some of the well-being 
scores, for example the PANAS which measures increases and decreases in negative 
and positive emotions, might be a consequence of the type of mindfulness training 
used (VEMBSR) which aims to increase awareness of all experiences, since it is 
based on act and commitment principles.
3.2.5a.. Advantages and disadvantages. Brànstrom et al. (2010) found a 
significant increase in present-moment awareness and Harris (2010) did not, which 
would be considered as changes in the acting with awareness subscale of the FFMQ. 
The population samples were quite different (middle aged females with cancer in 
Brànstrom et al., 2010, and doctoral psychology trainees in Harris, 2010). In 
Brànstrom et al. (2010) it is unclear if FFMQ subscales or overall score was used in 
the mediation analysis so it is hard to conclude if the observed improvements in well­
being were a result of changes in present TP or other aspects of mindfulness 
measured. In Harris (2010) the sample size was small and effect sizes unclear, which 
one could argue are particularly helpful when establishing the clinical significance of 
the effects observed in small samples. Advantages in using mindfulness based
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approaches for altering TP, are that other potentially desirable cognitive processes are 
developed in parallel to present-moment awareness, for example being non- 
judgmental increases with mindfulness training and so too does abilities in 
acceptance, which have been found to be associated with psychological well-being. 
(Brown & Ryan, 2003).
However, in a recent review of mindfulness interventions Baer (2003) found 
that addition to the bi-weekly sessions, participants are often encouraged to practice 
mindfulness twice a day, which can be hard to commit to even in ‘normal’ 
populations who have relatively good levels of functioning. It could be even harder 
for participants if they are severely un-well, or perhaps limited in cognitive 
functioning. Therefore, these TP altering interventions need to be validated in other 
populations.
126
4. Conclusion
4.1. Review summary: Do time altering interventions influence well-being?
In sum, four out of ten TP interventions observed significant changes in TP, 
two did not directly measure TP but increases in TP were inferred and did not 
measure direct changes in well-being. Varying effects of different aspects of well­
being, including increasing healthier behaviours (i.e. safe sex, reduced risky 
drinking, increased physical activity) and well-being (i.e. goal planning and attitudes, 
career development, decreased perceived stress and post traumatic symptoms and 
increased positive states of mind) were observed. In summary, this indicates that TP 
altering interventions can change TP and improve well-being, but it is unclear what 
causes this and if this in turn causes observed improvements in well-being.
Existing research outlines developmental components to TP, which include 
cognitive, cultural, social and behavioural components (i.e. Boniwell, 2009; 
Carstensen, Isaacowitz, & Charles, 1999; Kazakina, 1999) suggesting that TP is 
amenable to change. Therefore the potential limitations of TP altering interventions 
outlined above need to be resolved before we can ascertain the effectiveness of TP 
altering interventions in improving well-being. These limitations include sampling 
biases, questionable internal and construct validity of TP scales used (that is the 
extent the measures actually measure TP). This is especially important before any 
interventions can be used to alter more resistant to change aspects of well-being, for 
example suicidal ideation. Therefore it will be interesting to see the results from 
Beek et a l ’s (2009) RCT protocol since Chin (2011) failed to find a decrease in this 
using an adapted version of Marko and Savickas’s TP paradigm (1998). Ethnicity, 
education level, and attrition rates were often not reported, which could affect 
perceived credibility ratings, which are often considered when evaluating the
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efficacy of interventions and or treatments (i.e. Ehlers et al, 2003). That is, the extent 
to which someone believes in the effectiveness of that strategy or method of helping 
them with the problem at hand, and should be a standard component of any TP 
intervention.
Behaviour change theories propose that a minimum of six months is often 
needed to witness behaviour change (i.e. DiClemente & Prochaska, 1998). However, 
relatively brief and low intensity interventions can result in changes in TP and 
improvements in well-being (i.e. between two to four months for FTP and an average 
eight weeks of mindfulness training). TP altering interventions could offer 
comparatively short and inexpensive ways to improve wellbeing than existing well­
being interventions that are longer, more intensive, and costly. TP interventions can 
also use group designs which provide an alternative for improving well-being to 
individual based interventions (e.g. Brànstrom et al., 2010; Marko & Savickas,
1998).
The majority of interventions failed to compare treatment groups with viable 
controls, that is, those who do not already demonstrate a predisposition for adopting 
a certain healthy behaviour, or TP. For instance, Hall and Fong (2003) monitored 
changes in physical activity in a young population who were already signed up to an 
exercise program; Marko and Savickas (2003) evaluated a career development 
intervention to high school and first year college students who probably already 
possess future thinking about careers; and Henik and Domino (1974) compared 
changes in FTP in heroin addicts going through a methadone project with people on a 
wait list for the same program. Evidence exists that suggests that people drawn to 
meditative practices already possess levels of mindfulness capabilities (Tanner et al., 
2009). These results could be interpreted to demonstrate that an important factor in
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the efficacy of a TP altering intervention, is the extent that someone already 
possesses existing capabilities for developing that TP or healthy behaviour.
4.2. What assumptions are made about the perceived positive changes in aspects 
of well-being as a result of TP altering interventions?
Encouraging career development might not always be healthy; especially 
when we consider Zimbardo's argument that FTP leads to a 'work hard and no play' 
attitude, which could have negative consequences (Zimbardo & Boyd, 2008). This 
approach might not be as effective, and maybe even detrimental in societies who 
favour opposing values, for example societies that favour more laissez-faire attitudes. 
Evidence suggests that encouraging physical activity is almost always beneficial, for 
example 30-minutes a day is associated with cancer prevention (Friedenreich & 
Orenstein, 2002). However, excessive physical exercise could result in overtraining, 
which is associated with psychological symptoms similar to those of depression 
(Paluska & Schwenk, 2000).
A growing amount of evidence exists for the potential of mindfulness-based 
stress reduction (MBSR) programs to decrease a number of undesirable 
psychological experiences, including depression and stress (Carlson & Garland, 
2005; Baer, 2003). However, perhaps developing a present-moment time perspective 
is not always desirable. For example, possessing a present focused TP might prevent 
someone from developing positive attitudes about goal planning, which are 
potentially beneficial in some environments, as observed in some of the FTP 
interventions evaluated in this review (i.e. Marko & Savickas (2003) career 
development intervention; and adapted by Chin (2011) in depressed population). It 
could be argued in contrast, that some of the aspects of well-being improved by FTP 
are unlikely to ever be undesirable, such as decreased hopelessness (Chin, 2011).
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There are indicators that altering TP can improve well-being in the 
approaches outlined, however interpretations from these studies are limited given 
that so few were identified by this review. This could be a consequence of this 
review’s methodology, that is, due to the search criteria used or single database 
searched, or perhaps its focus on FTP and present-moment awareness interventions 
was too narrow. For instance, more interventions might have been identified if the 
search criteria included those altering the past TP as well. On the other hand, this 
review’s sample could be a true representation of the number of interventions that 
aim to alter TP with the hope to improve well-being, since it is a new area of research 
and other researchers have found difficulties in reviewing the literature due to terms 
for different concepts being used so interchangeably (Boniwell, 2009; Teuscher & 
Mitchell, 2011).
4.3. Association between TP, well-being and mindfulness: Future research 
directions
The majority of research examining the relationship between TP and well­
being has focused on highlighting which aspects of well-being correlate with specific 
aspects of time perspective, that is, often focus on one time orientation (e.g. Keough 
et al., 1999; Rothspan & Read, 1996). Although these studies have pointed out 
potential areas for TP altering interventions to be targeted to increase desirable 
healthy behaviours, few interventions of this type seem to exist. This review has 
indicated that TP altering interventions can improve well-being, and highlighted a 
number of potential factors that might influence the effectiveness of these 
interventions (i.e. populations sampled, attrition rates, predisposition for adopting 
healthy behaviours and certain TPs, assessment of TP and well-being, intensity and
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type of intervention, and aspects of well-being targeted). Changes in TP as a result of 
TP modification paradigms have been observed, but findings are mixed.
Furthermore, interventions which alter TP are often based on the assumption 
that the changes in behaviours and attitudes are going to be helpful to someone’s life, 
which this review has suggested are not necessarily true or ethical. For example, it is 
rational to assume that fostering positive attitudes towards condom use during sex is 
a more desirable outcome than having beliefs that condoms are not needed, and 
therefore constitutes improved well-being. Although it is important to understand 
what constitutes improved well-being in individuals, since there may be no cause to 
‘change’ the behaviours or attitudes in that person. Evidence from existing TP 
literature indicates that the way cultures and societies experience time can have 
differential cognitive and emotional effects, indicating that cultural and social 
differences can influence the relationship between TP and well-being (Boniwell, 
2009; Carstensen et al., 1999). Therefore, it is paramount for TP altering 
interventions to consider cultural, social and individual differences so that 
interventions can be targeted effectively and ethically.
Moreover, this literature review indicates that fostering positive thinking, and 
or optimism, can happen alongside increasing future time perspective (i.e. Beek et 
al., 2009; Marko & Savickas, 2003) which lends strength to the argument that FTP 
lacks an affective component (Boniwell, 2009). Possible ways to develop this 
affective component could be: 1) correlating measures of being hopeful or optimistic 
with dimensions of TP, and 2) develop interventions that directly manipulate 
optimism (and, or, hope) and measure changes pre to post intervention (and possibly 
at follow up). It is possible that empirically validated hope or optimism interventions 
could be used for this purpose which lends itself to another systematic review.
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Importantly, this review has highlighted the potential role that developing a 
flexible and BTP has in improving well-being, since increasing a flexible and BTP 
seems to be a common feature of the TP altering interventions. This opposes the 
fundamental assumption of TP altering interventions, that is, encouraging people to 
possess a TP focused on one temporal zone is more desirable. Beek et al. (2009) 
raises attention to the potential clinical importance of this fluid thinking, that is, if the 
RCT is found to decrease suicidal thinking, then TP interventions could have direct 
influence on life or death consequences. This review recommends that future 
research should focus on examining BTP and well-being, since the evidence from 
current TP altering interventions indicates that increasing BTP is indeed associated 
with well-being. This mirrors what other authors have recently commented on, for 
example Boniwell and Zimbardo (2004) argue that research needs to be conducted 
on analysing the complex composite of BTP, or developing interventions that widen 
biased temporal focuses on one temporal orientation to more balanced and flexible 
orientations.
This review also demonstrates that comparisons can be drawn between BTP 
and being mindful, however BTP was not measured in the interventions reviewed. 
Therefore, future research could develop factor analysis of mindfulness and BTP, to 
evaluate the comparisons or correlations between the two processes. Only one study 
to the author knowledge has attempted this (Drake et al., 2008) and found that BTP 
was significantly correlated with mindfulness, and happiness. However this study 
can be criticised since the mindfulness measure used (MAAS; Brown & Ryan, 2003) 
provides only a total score so it can not differentiate between the different 
components of mindfulness. Future research could replicate this study and include a
132
mindfulness measure that assesses present-moment awareness with a separate 
subscale.
Another possible future research direction would be to examine if BTP 
changes as a result of mindfulness training, and if this mediates improvements in 
well-being, using a pre to post to follow-up matched control design, controlling for 
differences at baseline. Well-being could be measured using similar scales to those in 
these interventions that were sensitive to observing changes, such as the Perceived 
Stress (PSS; Cohen et al., 1983), Subjective Happiness (Lyubomirsky & Lepper,
1999) and Positive States of Mind (Horowitz et al., 1988) scales. In summary, this 
review suggests that in order to establish the extent that being mindful relates to 
possessing a BTP, future research needs to focus on developing interventions that 
increase BTP with the aim of improving well-being through using mindfulness 
techniques.
133
References for the Literature Review
Adams, J. (2009). The role of time perspective in smoking cessation amongst
older English adults. Health Psychology, 28(5), 529-534.
Baer, R. A. (2003). Mindfulness training as a clinical intervention: A 
conceptual and empirical review. Clinical psychology: Science and practice, 10(2), 
125-143.
Baer, R. A., Smith, G. T., & Allen, K. B. (2004). Assessment of mindfulness 
by self-report: The Kentucky Inventory of Mindfulness Skills. Assessment, 11(1), 
191-206.
Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L. (2006). 
Using self-report assessment methods to explore facets of mindfulness. Assessment, 
73(1), 27-45.
Baer, R. A., Smith, G. T., Lykins, E., Button, D., Krietemeyer, J., & Sauer, S. 
(2008). Construct validity of the Five Facet Mindfulness Questionnaire in meditating 
and nonmeditating samples. Assessment, 15(3)), 329-342.
Beck, A. T., & Steer, R. A. (1991). Manual for Beck Scale for Suicidal 
Ideation. San Antonio, TX: Psychological Corporation.
Beck, A. T., Steer, R. A., & Ranieri, W. F. (1988). Scale for Suicide ideation: 
Psychometric properties of a self-report version. Journal o f Clinical Psychology, 
44(4), 499-505.
Beck, A. T., Weissman, A., Lester, D., & Trexler, L. (1974). The measurement 
of pessimism: The Hopelessness Scale. Journal o f Consulting and Clinical 
Psychology, 42(6), 861-865.
Beek, W. van., Kerkhof, A., & Beekman, A. (2009). Future orientated group 
training for suicidal patients: a randomized clinical trial. BMC Psychiatry, 9, 65-71.
134
Beenstock, J., Adams, J., & White, M. (2011). The association between time 
perspective and alcohol consumption in university students: Cross-sectional study. 
European Journal o f Public health, 21(4), 43.
Bitsko, M. J., Stem, M., Dillon, R., Clifton, E., & Laver, J. (2008). Happiness 
and time perspective as potential mediators of quality of life and depression in 
adolescent cancer. Pediatric Blood & Cancer, 50(3), 613-619.
Boniwell, I. (2009). Perspectives on time. In S. Lopez (Ed.), Handbook of 
Positive Psychology (2nd ed., pp. 295-302). New York, NY: Oxford University Press.
Boniwell, L, Osin, E., Linley, P. A., & Ivanchenko, G. V. (2010). A question 
of balance: time perspective and well-being in British and Russian samples. The 
Journal o f Positive Psychology, 5(1), 24 -  40.
Boniwell, L, & Zimbardo, P. (2004). Balancing time perspective in pursuit of 
optimal functioning. In P. A. Linley & S. Joseph (Eds.), Positive Psychology in 
Practice (pp. 165-178). New Jersey, NJ: John Wiley & Sons.
Boyd, J. N., & Zimbardo, P. G (1997). Constructing time after death: The 
transcendental-future time perspective. Time and Society, 6(1), 35-54.
Brànstrom, R., Kvillemo, P., Brandberg, Y, & Moskowitz, J. T. (2010). Self- 
report mindfulness as a mediator of psychological well-being in a stress reduction 
intervention for cancer patients—a randomized study. Annals o f Behavioural 
Medicine, 39(2), 151-161.
Brown, K. W, & Ryan, R. M. (2003). The benefits of being present: 
Mindfulness and its role in psychological well-being. Journal o f Personality and 
Social Psychology, 84(4), 822-848.
135
Cardaciotto, L., Herbert, J. D., Forman, E. M., Moitra, E., & Farrow, V. 
(2008). The assessment of present-moment awareness and acceptance: the 
Philadelphia Mindfulness Scale. Assessment, 75(2), 204-23.
Carlson, L. E., & Garland, S. N. (2005). Impact of mindfulness-based stress 
reduction (MBSR) on sleep, mood, stress and fatigue symptoms in cancer 
outpatients. The International Journal o f Behavioural Medicine, 72(4), 278-285.
Carstensen, L. L., Isaacowitz, D. M., & Charles, S. T. (1999). Taking time 
seriously: A theory of socioemotional selectivity. American Psychologist, 54(3), 165- 
181.
Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A Global measure of 
perceived stress. Journal o f Health and Social Behaviour, 24, 385-386.
Chin, J. A. (2011). A suicide prevention approach: expanding one’s time 
perspective. (Unpublished master’s thesis). Queen’s University, Ontario, Canada.
Cottle, T. J. (1967). The Circles Test: An investigation of perception of 
temporal relatedness and dominance. Journal o f Projective Techniques and 
Personality Assessment, 37(5), 58-71.
Crites, J. O. (1978). Administration and use manual for the Career Maturity 
Inventory (2nd ed.). Monterey, CA: McGraw-Hill/CTB.
De Voider, M., & Lens, W. (1982). Academic achievement and future time 
perspective as a cognitive motivational concept. Journal o f Personality and Social 
Psychology, 42, 566-571.
DiClemente, C. C., & Prochaska, J. O. (1998). Toward a comprehensive, 
transtheoretical model of change: stages of change and addictive behavior. In W. R. 
Miller, and N. Heather N (Eds). Treating Addictive Behaviors. (2nd ed., pp. 3-24). 
New York, NY: Plenum.
136
Diener, E., Suh, E., & Oishi, S. (1997). Recent findings on subjective well­
being. Indian Journal of Clinical Psychology, 24, 25-41.
Drake, L., Duncan, E., Sutherland, E, Abemethy, C., & Henry, C. (2008). 
Time perspective and correlates of well-being. Time and Society, 77(1), 47-61.
Ehlers, A., Clark, D. M., Hackmann, A., McManus, E, Fennell, M., Herbert, 
C., & Mayou, R. (2003). A randomized controlled trial of cognitive therapy, self-help 
booklet, and repeated assessment as early interventions for posttraumatic stress 
disorder. Archives o f General Psychiatry, 60(10), 1024 -1032.
Friedenreich, C. M., & Orenstein, M. R. (2002). Physical activity and cancer 
prevention: etiologic evidence and biological mechanisms. The Journal o f Nutrition, 
732(11), 3456-3464.
Gollwitzer, P. M. (1999). Implementation intentions: Strong effects of simple 
plans. American Psychologist, 54(1), 493-503.
Hall, P. A., & Fong, G. T. (2003). The effects of a brief time perspective 
intervention for increasing physical activity among young adults. Psychology and 
Health, 18(6), 685-706.
Harris, C. K. (2010). The use o f values-enhanced mindfulness-based stress 
reduction to increase self-care behaviours and well-being in clinical psychology 
trainees. (Doctoral dissertation). Retrieved from Dissertation and Theses database. 
(UMI No. 23421914).
Hayes, S. C., Strosahl, K., Wilson, K. G, Bissett, R. T., & Pistorello, J. 
(2000). Acceptance and Action Questionnaire. Psychological Record, 5(4), 553-578.
Heimberg, L. (1961). Development and construct validation o f an inventory 
for the measurement o f future time perspective. (Unpublished master’s thesis). 
Vanderbilt University, Nashville.
137
Henik, W., & Domino, G. (1974). Selected psychological changes in heroin 
addicts undergoing a methadone maintenance treatment program. Journal o f the 
Bronx State Hospital, 2(1), 45-50.
Hershenson, D. B. (1967). Sense of identity, occupational fit, and 
enculturation in adolescence. Journal o f Counselling Psychology, 74(4), 319-324.
Holmes, E. A., Crane, C., Fennell, M. J. V., & Williams, M. G. (2007). 
Imagery about suicide in depression—“Flash-forwards”? Journal o f Behavior 
Therapy and Experimental Psychiatry, 35(4), 423-434.
Horowitz, M., Adler, N., & Kegeles, S. (1988). A scale for measuring the 
occurrence of positive states of mind: A preliminary report. Psychosomatic Medicine, 
50(5), 477-483.
Horowitz, M., Wilner, N., & Alvarez, W (1979). Impact of Events Scale: A 
measure of subjective stress. Psychosomatic Medicine, 41(3), 209-218.
Husman J., & Shell, D. F. (2008). Beliefs and perceptions about the future: A 
measurement of future time perspective. Learning and Individual Differences, 18(2), 
166-175.
Ickes, J. L. (1981). The psychology o f career consciousness: Casual 
relationships between subjective future and career maturity. (Unpublished doctoral 
dissertation). Kent State University, Ohio.
Kabat-Zinn J. (1982). An outpatient program in behavioral medicine for 
chronic pain patients based on the practice of mindfulness meditation: theoretical 
considerations and preliminary results. General Hospital Psychiatry, 4, 33-42.
Kabat-Zinn, J. (2003). Mindfulness-based interventions in context: Past, 
present, and future. Clinical psychology: Science and practice, 10(2), 144-156.
138
Kazakina, E. (1999). Time perspective o f older adults: Relationships to 
attachment style, psychological well-being and psychological distress. (Unpublished 
doctoral dissertation). Columbia University, New York.
Keough, K. A., Zimbardo, P. G, & Boyd, J. N. (1999). Who's smoking, 
drinking, and using drugs? Time perspective as a predictor of substance use. Basic 
and Applied Social Psychology, 21(2), 149-164.
Lennings, C. J., & Gow, K. (1997). Time perspective, self-efficacy and 
academic achievement in nursing students. Journal o f Applied Social behaviour, 4, 
37-51.
Lewin, K. (1951). Field theory in the social sciences: Selected theoretical 
papers. D. Cartwright (Ed.). New York, NY: Harper.
Lopez-Baez, S. I. (1980). A study o f career consciousness: Temporal 
experience and future and career maturity. (Unpublished doctoral dissertation). Kent 
State University, Ohio.
Lyubomirsky, S., & Lepper, H. S. (1999). A measure of subjective happiness: 
Preliminary reliability and construct validation. Social Indicators Research, 46(1), 
137-155.
Marko, K. W., & Savickas, M. L. (1998). Effectiveness of a career time 
perspective mtervzntion. Journal o f Vocational Behavior, 52(1), 106-119.
Murgraff, V., McDermott, M. R., White, D., & Phillips, K. (1999). Regret is 
what you get: The effects of manipulating anticipated affect and time perspective on 
risky single-occasion drinking. Alcohol and Alcoholism, 34(4), 590-600.
Neff, K. D. (2003). The development and validation of a scale to measure 
self-compassion. Self and Identity, 2, 223-250.
139
Nuttin, J. (1985). Future time perspective and motivation: Theory and 
research method. Hillsdale, NJ: Lawrence Erlbaum.
Paluska, S. A., & Schwenk, T. L. (2000). Physical activity and mental health: 
Current concepts. Sports Medicine, 29(3), 167-80.
Richard, R, van der Pligt, J., & de Vries, N. K. (1996). Anticipated regret and 
time perspective: Changing sexual risk-taking behaviour. Journal o f Behavioural 
Decision Making, 9(3), 185-199.
Rothspan, S., & Read, S. J. (1996). Present versus future time perspective and 
HIV risk among heterosexual college students. Health Psychology, 15(2), 131-134.
Sallis, J. E, Haskell, W. L., Wood, P. D., Fortmann, S. P., Rogers, T., Blair, S. 
N., & Paffenbarger, R. S. Jr. (1985). Physical activity assessment methodology in 
the Five City project. American Journal o f Epidemiology, 727(1), 91-106.
Seijts, G. H. (1998). The importance of future time perspective in theories of 
work motivation. Journal o f Psychology, 132, 154—169.
Shipp, A. J., Edwards, J. R., & Lambert, L. S. (2009). Conceptualization and 
measurement of temporal focus: The subjective experience of the past, present, and 
future. Organizational Behavior and Human Decision Processes, 110(1), 1-22.
Shostrom, E. L. (1964). An inventory for the measure of self-actualisation. 
Educational and Psychological Measurement, 24, 207-218.
Stolarski, M., Bitner, J., & Zimbardo, P. G. (2011). Time perspective, 
emotional intelligence and discounting of delayed awards. Time and Society, 20(3), 
346-363.
Strathman, A., Gleicher, E, Boninger, D. S., & Edwards, C. S. (1994). The 
consideration of future consequences: Weighing immediate and distant outcomes of 
behavior. Journal o f Personality and Social Psychology, 66(4), 742-752.
140
Tanner, M. A., Travis, R, Gaylord-King, C., Haaga, D. A., Grosswald, S., & 
Schneider, R. H. (2009). The effects of the transcendental mediation program on 
mindfulness. Journal o f Clinical Psychology, <55(6), 574-589.
Teuscher, U., & Mitchell, S. (2011). Relation between time perspective and 
delay discounting: A literature review. The Psychological Record, (57(4), 613-632.
Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and validation 
of brief measures of positive and negative affect: The PANAS scales. Journal o f 
Personality and Social Psychology, 54(6), 1063-1070.
Wessman, A. (1973). Personality and the subjective experience of time. 
Journal o f Personality assessment, 37, 103-114.
Wilson, K. G, Sandoz, E. K., & Kitchens, J. (2010). The Valued Living 
Questionnaire: Defining and measuring valued action within a behavioral 
framework. The Psychological Record, 60, 249-272.
Zimbardo, P. G. & Boyd, J. N. (1999). Putting time in perspective: A valid, 
reliable individual-differences metric. Journal o f Personality and Social Psychology, 
77(6), 1271-1288.
Zimbardo, P. G, & Boyd, J. N. (2008). The time paradox: The new 
psychology that will change your life. New York, NY: Free Press.
Zimbardo, P. G, Keough, K. A., & Boyd, J. N. (1997). Present time 
perspective as a predictor of risky driving. Personality and Individual Differences, 
23(6), 1007-1023.
141
Appendices for the Literature Review 
Appendix A: Table A1 Summary of excluded articles from the literature review
Type No. Examples of exclusion reasons
Future TP studies excluded 
Therapeutic interventions (Solution 
Focused Therapy, ACT, CBT)
13
Depression / Hope / Optimism 0
Different construct of TP / well-being 38 e.g. interventions aiming to 
change organic cognitive 
functioning, hypertension 
awareness, coaching, increased 
health information seeking
Not at individual level (e.g. organisational 
level)
8 e.g. market research program, 
pedagogical program
Not aiming to alter TP and not including 
pre-post or post measure of TP
Other (including dissertations without full 
access)
15
25
e.g. predictors of risky 
drinking, prisoner training 
program
e.g. peer education, anti­
poverty programs, hypnosis
Present moment studies excluded 
Not accepted measure of mindfulness 9
Accepted measure of mindfulness but not 
fit criterion
8 e.g. social perception, pain, 
childbirth
Depression / Hope / Optimism 1
Therapeutic interventions (e.g. Solution 
Focused Therapy, ACT, CBT)
4 e.g. recycling program
Not at individual level (e.g. organisational 
level)
3
Other (including dissertations without full 
access)
15 e.g. enhance skills of social 
workers, forgiveness
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1. Introduction
A number of mental health problems are experienced by people aged 65 years 
and older, with depression and anxiety as the most commonly reported (UK Inquiry, 
2006; Department of Health, 2005). Older adults have a high risk of developing 
physical health issues, which are strongly associated with mental health problems 
(Cimpean & Drake, 2011; Laidlaw, Thompson, Gallagher-Thompson, & Dick-Siskin, 
2003). The prevalence of dementia increases rapidly with age and dementia has been 
linked with late life depression (Diniz, Butters, Albert, Dew, & Reynolds, 2013). 
Given that the number of older people in the UK is set to rise (Office for National 
Statistics, 2011) and that there is a complex interplay between mental and physical 
health problems in this population there is a clear rationale for increasing the 
effectiveness of services aimed at reducing mental illness and promoting well-being 
for people aged 65 years and older.
The psychological therapy service being evaluated provides evidence-based 
psychological interventions for people aged 65 years and older in a CMHT for older 
people with severe and enduring mental health problems, with anxiety and 
depression being the most common referrals. The evidence base for the effectiveness 
of cognitive behavioural therapy (CBT) in reducing distress and symptoms 
associated with anxiety and depression is growing, and as a result, the National 
Institute for Clinical Excellence recommends CBT as one of the psychological 
treatments for anxiety and depression (NICE, 2009; 2011). CBT is an umbrella term 
for psychological interventions that attempt to change thoughts, behaviours, and 
emotional responses (Beck, 2011). Therefore, in line with NICE guidelines, 
psychological interventions offered by this service predominantly follow a CBT
149
framework with the view to reduce and, or, alleviate distress and symptoms 
associated with anxiety and depression.
Although there are no specific aims for the psychological therapies service, it 
forms part of a CMHT for older people whose central aim is to help its service users 
recover from mental illness. Many different definitions for recovery exist (Rethink, 
2012). However, for this project, one aspect of recovery from mental illness is 
focused on, reductions in distress and symptoms of mental health problems. This 
aspect of recovery could be conceptualised as clinical recovery (Rethink, 2012), but 
arguably limiting recovery to symptomology is quite reductionist. In order to help 
establish whether a psychological intervention has led to these kinds of 
improvements, service users in this CMHT for older people complete a mixture of 
self-report questionnaires assessing levels of anxiety, depression and distress at initial 
assessment and upon completion of therapy. Questionnaires include: Core-10 (Evans 
et al., 2000); Hospital Anxiety and Depression scale (HADS; Zigmond & Snaith, 
1983); Geriatric Depression Scale (CDS; Yesavage et al., 1983); and Geriatric 
Anxiety Inventory (GAI; Pachana et al., 2007). It should be noted that whilst these 
measures are unlikely to cover the range of possible symptoms, they provide some 
indication of the main symptoms experienced given the prevalence of anxiety and 
depression in users of the current service. Changes in scores from pre to post­
intervention on these questionnaires are used by both therapists and service users to 
establish improvements as a result of therapy, and this information is fed back to the 
referrer, who is often the psychiatrist in the team.
The aim of the current study was to examine the effectiveness of the 
psychological therapies service, in achieving its overall aim of helping service users 
recover from mental illness, through the psychological interventions it offers.
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Effectiveness is often established by comparing a service against a standard, and 
since the trust has not defined a specific one for the psychology service in question, 
effectiveness was established by determining whether improvements following 
psychological treatment are significant, and if these were clinically significant and 
reliable (Jacobson & Truax, 1991). These findings were discussed in relation to 
perceived value to the service.
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2. Method
2.1. Design and sample.
The current study employed a one-group pre-post design to assess changes in
scores on outcome measures. The current sample was drawn from the pool of 
individuals who completed a psychological intervention with the psychological 
therapies service in a CMHT for older people during 2007 and 2013. Only 
participants who completed measures at both time points were included in the final 
sample.
2. 2. Measures.
For each questionnaire, lower scores reflect better functioning, and copies of 
these questionnaires can be found in Appendices A-D. Internal reliability was 
assessed in relation to Cronbach’s alpha (a) whereby .60 to.70, .70 to .90, and above 
.90 indicate adequate, good, and excellent reliability respectively (1951).
2.2.1. CORE-10 (Connell & Barkham, 2007).
The Clinical Outcomes in Routine Evaluation Outcome Measure (CORE- 
OM) yields a measure of global distress and was originally developed by Evans et al. 
(2000) to evaluate outcome in psychological therapies. In an older adult sample, it 
demonstrated good internal reliability for both non-clinical and clinical samples 
(a=.83, .90) and shown to differentiate between these samples (Barkham, 
Culverwell, Spindler, Twigg, & Connell, 2005). A brief 10-item version was derived 
from the original 34-item measure to be used for screening and review purposes, and 
is the version used in the CMHT for older people although its psychometric 
properties were not available for an older adult population.
2.2.2. Hospital Anxiety and Depression Scale (HADS, Zigmond & Snaith,
1983).
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The HADS is a 14-item self-report measure consisting of seven items 
assessing anxiety and seven items assessing depression. A review showed the 
internal reliability ranged between adequate to excellent both for the HADS-anxiety 
( . 6 8  to.93; HADS-A) and HADS-depression (.67 to .90; HADS-D) sub-scales, and 
that each sub-scale had construct validity (Bjelland, Dahl, Haug, & Neckelmann, 
2002). To the author’s knowledge there is little research validating the HADS in a 
UK older adult population, however its use is recommended in psychological 
services for older people to evaluate improvements in depression and anxiety 
symptoms (British Psychological Society, 2004).
2.2.3. Geriatric Depression Scale (GDS, Yesavage et al., 1983).
The service uses the shortened 15-item version which has been shown to have 
good internal reliability («=.71; Knight, McMahon, Green, & Skeaff, 2004) and to be 
associated with related constructs (i.e. low mood; Friedman, Heisel, & Delavan, 
2005) indicating construct validity. Clients are asked to indicate “Yes” or “No” to a 
series of statements about symptoms associated with depression e.g. “Are you 
basically satisfied with life?”
2.2.4. Geriatric Anxiety Inventory (GAI, Pachana et al., 2007).
The 20-item GAI asks clients to indicate whether they agree or disagree with 
a statements about symptoms associated with anxiety e.g. “Little things bother me a 
lot”. Pachana et al. (2007) showed the GAI to have excellent internal reliability in 
both a non-clinical and clinical sample («=.92, .93) and to have construct validity 
since it was associated with other anxiety-related constructs.
2. 3. Ethical considerations.
The author consulted the BPS guidelines for conducting research and all data
collected was stored in a manner that is consistent with formal research governance
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guidelines (BPS, 2006). Consent was gained from service users to collect data. The 
project was approved by the Associate Director of Psychology and Psychotherapies 
for the service who confirmed that R and D approval was not required since this 
project was a service evaluation (see Appendix E).
2. 5. Statistical analysis.
All analysis was conducted using SPSS version 21 (IBM SPSS, 2012).
Variable distributions, using appropriate plots and tests, were explored to examine 
assumptions of the statistical tests planned (Field, 2013). The CORE-10 and HADS- 
A met parametric assumptions therefore paired samples t-tests were conducted to 
make comparisons between pre and post-intervention total scores from these 
measures, whereas parametric assumptions were not met for the GDS, GAI and 
HADS-D hence wilcoxon signed-rank tests were used to for these measures. Cohen’s 
criteria for interpreting effect sizes were used, whereby small, medium, and large 
effect sizes stand at d=0.20, 0.50, and 0.80, and r=0.10, 0.30, and 0.50, respectively 
(1988).
2. 5.1 Clinically significant and reliable change.
Clinically significant change was calculated using Jacobson and Truax’s 
(1991) formula to identify a cut-off value to discriminate between a clinical and non- 
clinical population. Changes in scores from above to below the cut-off value (pre to 
post-intervention) are classified as being clinically significant and only if they also 
reliably changed. The reliable change index (RCI) indicates the magnitude of change 
(pre to post-intervention) on a questionnaire in order to be 95% confident that the 
change is not attributable to measurement error (Jacobson & Truax, 1991). Reliable 
change can reflect either improvement or deterioration. To achieve reliable and 
clinically significant change (RCSC), participants must achieve both reliable
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improvement and clinically significant change. Participants can achieve reliable 
change without achieving clinical significant change, but not vice versa. Please see 
Appendix F for a detailed description of how RCSC was calculated in this study. 
Participants were classified into the following four categories identified by Jacobson 
et al. (1984) for each outcome measure:
1. Recovered (reliable and clinically significant improvement).
2. Reliable improvement.
3. Unchanged.
4. Reliable deterioration.
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3. Results
3.1 Sample characteristics and response rate.
In total 155 clients aged 65 and over comprised the initial participant pool.
From this sample, the number of clients who completed questionnaires at both time 
points (pre and post-intervention) ranged between 61 (GAI) and 80 (CORE-10), 
reflecting response rates that ranged from 39.4% to 51.6%.
3.2 Pre to post comparisons.
Paired t-tests showed that total scores for the CORE-10 and HADS-A at the
end of the intervention were significantly lower than those at the beginning (see 
Table 1). These differences are considered to represent large sized effects (gN1.61, 
1.63).
Table 1. Summary of descriptive and paired t test statistics for CORE-10 and HADS- 
A.
Measure N Pre Post Paired t test
M SD M SD t P d
CORE-10 80 17.41 7.95 10.98 8.16 7.23 . 0 0 1.63
HADSA 77 10.66 5.01 6.63 4.91 7.01 . 0 0 1.61
Note: p<.05 significant level used.
Table 2 shows that total scores on the GDS, GAI and HADS-D were 
significantly lower at the end of the intervention compared to the beginning. These 
differences can be considered to be large (r= -.79, -.63, -.69).
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Table 2. Summary of descriptive and non-parametric test statistics for HADS-D, 
GDS, and GAI.
Measure N Pre
MD
Post
MD
Wilcoxon signed ranks test 
T p  r
HADS-D 77 11.50 7.00 172.00 . 0 0 -.69
GDS 62 9.00 4.00 50.5 . 0 0 -.79
GAI 61 9.50 4.00 2 1 2 . 0 0 . 0 0 -.63
Note:p<.Q5 significant level used. MD Median.
3.3 Clinically significant and reliable change.
Table 3 shows the percentage of individuals who recovered (reliable and
clinically significant improvement), improved, deteriorated or remained unchanged. 
Between 16.1% and 33.8 % of individuals could not achieve clinically significant 
change since their pre-intervention score fell outside of the clinical range. Most of 
these individuals were classified as unchanged since they did not achieve reliable 
improvement or deterioration, with rates of reliable improvement and deterioration 
ranging between 0.0% and 25.0%, and 0.0% to 14.3%, respectively. For those 
individuals whose pre-intervention scores were in the clinical range, between 19.4% 
and 41.2% recovered, between 5.9% and 28.8% showed reliable improvement only, 
between 33.3% and 66.1% remained unchanged, and between 0.0% and 3.0% 
showed reliable deterioration, across the measures. On the CORE-10 most 
individuals recovered (37.9%), and on the HADS-A, HADS-D, GDS, and GAI, most 
individuals remained unchanged (51.0%, 66.1%, 46.2%, and 40.0%).
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4. Discussion
The current study found that participants significantly improved on anxiety, 
depression, and global distress measures following completion of a psychological 
intervention with the current service. These effects were considered to be large 
(Cohen, 1998). According to Jacobson and Truax’s categorisation, ‘recovered’ refers 
to those individuals who made reliable and clinically significant improvement. Most 
service users fell within the clinical range pre-intervention, which is expected given 
that the service sees individuals with severe and enduring mental health problems. 
From this sub-sample, between 19.4% and 41.2% ‘recovered’, and between 5.9% 
and 28.8% made improvements that were reliable but not clinically significant. On 
the CORE-10, the majority of individuals achieved ‘recovered’ status, but most 
individuals remained unchanged on the remaining questionnaires. Specifically, just 
over a third of individuals on the CORE-10, HADS-anxiety, and GAI achieved 
‘recovered’ status, and under a third of individuals achieved this on the GDS and 
HADS-D, with the HADS-A yielding the highest ‘recovered’ rate and the HADS-D 
yielding the lowest. These data could suggest that there is evidence to think that the 
service is not as effective in reducing depression symptoms compared to anxiety or 
global distress, which highlights a need for further investigation to determine why 
this might be. Consistently, the category with the fewest number of individuals was 
reliable deterioration meaning that only a small percentage of individuals were 
considered to have reliably deteriorated. However, this is a very important finding 
since any psychological therapy aims to alleviate distress. In particular, those 
individuals who were not in the clinical group pre-intervention and moved into it 
post-intervention are of key concern.
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It is difficult to determine whether or not the rates of recovery and 
deterioration are typical for the service without comparative data, because this is the 
first analysis of the outcome data collected by the service. The ‘recovered’ rates 
observed on the CORE-10, HADS-A, and GAI in the current study appear to be 
slightly higher, and those on the HADS-D and GAI are slightly lower, than those 
observed in an evaluation of an Improving Access to Psychological Therapies (IAPT) 
scheme for older people. This study found on average 32.1% ‘recovered’ on anxiety 
and depression measures (Prina et al., 2014). However it is unclear if these rates are 
representative of service users in a CMHT for older people, therefore it would be 
interesting to compare the current service’s recovery and deterioration rates with 
similar services. Furthermore, despite Jacobson and Truax’s (1991) method for 
assessing change being widely used in psychologically therapy outcome research, 
researchers have questioned its ability to adequately detect change (Wise, 2004). 
Therefore, the findings described in this study are estimations.
Conclusions about the significant improvements or deteriorations observed 
being causally related to the intervention are limited for several reasons. There was 
no control group for comparison. Furthermore, information about the primary 
diagnosis and intervention format (i.e. main model, total sessions), along with 
detailed information about demographic characteristics (i.e. age, gender, ethnicity, 
education level, cognitive impairment, medication) was not routinely collected 
alongside the outcome measures. Therefore it is unclear how these variables 
influenced the current study’s findings. Additional confounding variables might 
have influenced the current study’s findings. These could include factors external to 
the intervention (e.g. life events, or changes in physical health or cognitive ability 
which are common in the older adult population), and other intervention related
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processes, such as therapeutic alliance and other common therapeutic factors non­
specific to a certain intervention (i.e. Thomas, 2006).
Absent research validating the HADS and CORE-10 in an older adult 
population meant that the RCSC criterion for these measures might not be 
generalisable to older people since they were calculated from studies whose samples 
mainly comprised of working-age adults. Furthermore, the current sample may be 
unrepresentative of the clients who completed a psychological intervention with the 
service since only individuals who completed measures at both time points were 
included.
Evaluating effectiveness in relation to one aspect of recovery from mental 
illness, namely symptomology, is limiting. Conceptualisations of recovery in the 
NHS are no longer limited to changes in mental health symptoms, and instead, 
incorporate increased coping skills, cultivation of hope, and other meaningful 
changes as defined by the service-users (Shepherd, Boardman, & Slade, 2008). 
Future evaluation of the psychological therapies service could involve consulting 
service users to find out what constitutes meaningful change to them, and using these 
findings to develop more holistic indicators of recovery to evaluate the effectiveness 
of the psychological service.
4.1 Conclusions and recommendations.
The current study has identified an estimation of rates of clinically significant 
and reliable improvement and deterioration on measures routinely administered by 
the service. These rates could be used as “standards” for friture comparisons that can 
be developed with more data collection over time. There is some evidence in favour 
of the effectiveness of the psychological therapies effectiveness promoting one 
aspect of recovery from mental illness, reductions in distress and symptoms of
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mental health problems, although arguably to a lesser extent with depression 
symptoms. Furthermore, the current study also found that some individuals reported 
deterioration (although the percentage was small). The following summary of 
recommendations might help the service to evaluate the effectiveness of the 
psychological therapies service in the future and identify areas for service 
development to potentially improve service delivery:
• A primary recommendation would be to analyse the sub-sample of 
individuals who deteriorated in more detail to establish the extent of and 
possible cause of their deterioration.
• Continued data collections alongside improving data collection processes 
may enable analysis on a larger sample to continue, which could allow more 
rigorous assessment of causality and identification of individuals and aspects 
of therapy that are most associated with recovery or deterioration.
• Consult service users to find out what constitutes meaningful changes for 
them and utilise these conceptualisations to develop a more holistic 
assessment of recovery.
• Use the findings from the reliable and clinically significant change analysis, 
to help develop realistic quantifiable aims for the psychological service for 
future comparisons.
Given that the lead psychologist was on a year’s maternity leave, it was agreed 
with the service that a the full report alongside a summary of the results and 
recommendations would be the most helpful way to feedback the result of this 
project, so that the lead psychologist could disseminate this information to the 
service when they returned (see Appendix G).
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Appendices for the Service Related Research Project 
Appendix A: Clinical outcomes in routine evaluation
CLINICAL OUTCOMES IN ROUTINE EVALUATION
CORE 10
IMPORTANT -  PLEASE READ THIS FIRST
This form  has 10 sta tem ents a b o u t how  you have b een  OVER THE LAST WEEK. 
Please read  each sta tem en t and think how  often  you felt th a t  way last week.
Then tick th e  box which is closest to  this.
/%5*se «se a  oknf/sen fbof/aeacW anof cdaar/y tAe bores
Over th e  last w eek
1 .1 have felt tense, anxious or nervous
2 .1 have felt I have someone to  turn to for support when needed
3 .1 have felt able to  cope when things go wrong 
4. Talking to  people has felt too much for me
5 .1 have felt panic or terror
6 .1 made plans to  end my 1%
T. I have had difficulty getting to  sleep or staying asleep 
8 I have felt despairing or hopeless
9 .1 have feh unhappy
10. Unwanted Images or memories have been distressing me
Total
Thank you for your time in completing this questionnaire
Copyright CORE System Trust
;  j
□ o o□ €30
□  ' □ O
□ OO-
□  O O□oooooooooooooo
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□□
□□
□□
□□
□□
□□
□□
□□
□□
□□
Appendix B: Hospital anxiety and depression scale
Hospital Anxiety and Depression Scale 
-  Scoring Sheet ~
Yes
definitely
Yes I No, not 
sometimes 1 much
No, not 
at all
1. 1 wake early and then sleep badly for the 
rest of the night 3 2 1 1 0
2, I get very frightened or have panic 
feelings for apparently no reason at all. 3 2 I 0
3. 1 feel miserable and sad. 3 2 i 0
4. 1 feel anxious when I go out of the 
house on my own. 3 2 i 0
5. I have lost interest in things. 3 2 J 0
6. 1 get palpitations, or sensations of 
'butterflies' in my stomach or chest. 3 2 1 0
7. I have a good appetite. 0 I 2 3
8. I feel scared or frightened. 3 2 1 0
9. 1 feel life is not word) living. 3 2 1 0
10.1 still enjoy die things 1 used to. 0 I 2 3
i 1. I am restless and can’t keep still. 3 2 1 0
12.1 am more irritable than usual. 3 2 i 0
13, f feci as iff have slowed down. 3 2 I 0
14. Worrying thoughts constantly go 
through my mind. 3 2 1 0
Anxiety 2 ,4 ,6 , 8 ,]  1,12, W
Depression 1 ,3 ,5 ,7 ,9 ,1 0 ,1 3
Scoring 3 ,2 , 1 ,0  (For items 7 & 10 the scoring is reversed)
GRADING: 9 - 7 — Non-case 8 — 10 — B orderline case 11+ = Case
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Appendix C: Geriatric depression scale
Geriatric Depression Scale (Short Form) 
Self-Rated Version
Paüenfs Mane:
kisfrucdons. Choose (he best answer for how you fe# over the pasf wee*.
No. Q uestion Answer Score
1, Are you basrcaHy satisfied with your life? Y æ /N o
2. Have you dropped many cf your adM ües and m krests? YES/No
3. Do you feel that your lib  is empty? YES/NO
4 Do you often get bored? YES/NO
5 . Are you In good spmts most of the time? YES/NO
6. Am you a& aidtW som em ing bad is going to happen to you? YES/NO
?. Do you b e t  happy most of the Ana? YES/NO
8. Do you often b e l  helpless? YES/NO
9. Do you p reb r to stay a t home, rather than going out and doing new things? YES/NO
10. Do you b e l  you have more problems with memory than most p e r^ b ? YES/NO
11. Do you think 4 is wonderful to be a#ve? YES/NO
12. Do you b e l  pretty worthless the way you are  now? YES/NO
13. Do you b e l fuW of energy? YES/NO
14. Do you b e l  that your situation Is hopeless? YES/NO
IS. Do you thmk that most people are better off man you are? YES/NO
TOTAL
(She&h & Yesav«%e. 198$)
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Appendix D: Geriatric anxiety scale
Geriatric Anxiety Scale
Patients name; Date:
1 No. i Question Answer
I I j I worry a lot of (he time. Agree / Disagree
| 2 Î find it difficult to make a decision. Agree/ Disagree
13 | 1 often feel jumpy. Agree/Disagree
4 I find it hard to relax. Agree/Disagree
5 I often cannot enjoy things because of my worries. Agree / Disagree
6 Little things bother me a lot Agree/Disagree
7 I often feci like I have butterflies in my stomach. Agree / Disagree
8 I think of myself as a worrier. Agree / Disagree
9 1 can't help worrying about even trivial things. Agree / Disagree
10 I often feel nervous. Agree / Disagree
11 My own thoughts often make me anxious. Agree / Disagree
12 1 get m  upset stomach dtw # my worrying. Agree/Disagree
13 | 1 think of myself as a nervous person. Agree / Disagree
14 i I always anticipate the worst will happen Agree/ Disagree
15 I often feel shaky inside. Agree / Disagree
16 I think that my worries interfere with my life. Agree/Disagree
17 My worries oficn overwhelm me. Agree / Disagree
18 1 sometimes fed a great knot in my stomach. Agree / Disagree |
19 I miss out on things because I worry too much. Agree / Disagree |
20 11 often fW upset. Agree/Disagree |
(Pachana, Byrne, Siddle, Koloski, Harley & Arnold, 2007)
170
Appendix E: Copy of email approving project from the Associate Director of 
Psychology and Psychotherapies for the local service.
xxxxx, xxxxxx <xxxxx.xxxxx@xxxxx.nhs.uk>
Thu 4/24/2014 12:27 PM 
To:
Perman GC Miss (PG/R - Psychology);
You replied on 4 /24 /2014  3:23 PM.
Dear Gemma,
I confirm that you g o t approval for the Evaluation of the psychological therapy service in the 
xxxxx CMHT Older Peoples team. As this was not an Audit it did not need to be logged with 
the Trust corporate Audit programme.
I will look forward to seeing the report on the project at the end of May.
Best wishes 
XXXXXX
xxxxxx
Consultant Clinical Psychologist and
Associate Director of Psychology and Psychotherapies
xxxxxx
xxxxxx
xxxxxx.xxxxx@xxxxxx.nhs.uk
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Appendix F: Detailed summary of the process for calculating reliable and clini­
cally significant change.
Clinically significant change was calculated using Jacobson and Truax’s 
(1991) formula ‘C’ since means for both clinical and non-clinical populations were 
available to compare, which is as follows:
(mean dinicai Standard-deviation non-ciinicai) + (mean non-dinicai Standard-deviation clinical) 
(Standard-deviation non-ciinicai + Standard-deviation clinical)
Data from the original validation study (or from a study validating the 
measure in an older adult population when available) were used to derive the non- 
clinical means and standard-deviations for each measure. Pre-intervention scores 
from the current study represented the clinical means and standard-deviations. The 
above formula identifies a cut-off value to discriminate between a clinical and non- 
clinical population. Changes in scores from above the cut-off value to below the cut­
off value (pre to post-intervention) are classified as being clinically significant. The 
reliable change index (RCI) indicates the magnitude of change required (pre to post­
intervention) on a questionnaire in order to be 95% confident that the change is not 
attributable to measurement error (Jacobson & Truax, 1991). Reliable change occurs 
when a change score exceeds the RCI cut-off, and can reflect either a positive 
(improvement) or negative (deterioration) change. The reliable change criterion 
value for each questionnaire was calculated using the following formulae:
SD\ x V2 x V (1- r) x 1.96 
‘SDi’ represents the standard deviation of the observed pre-intervention 
scores for the clinical (current sample) population, and ‘r ’ is the reliability co­
efficient for the questionnaire. Evans, Margison, and Barkham (1998) recommend 
using the internal reliability co-efficient (cronbach’s alpha) for ‘r \  The cronbach’s
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alpha was not available for the current study, therefore in line with Evan and 
colleagues’ (1998) recommendations the reported cronbach’s alpha from a published 
study was used for ‘r ’ (either from the original validation study or study with a 
similar population to the current sample). The following tables summarise the values 
used to calculate the cut-off criteria for clinically significant and reliable change for 
each outcome measure.
Table Al. Summarising non-clinical and clinical sample means (M) and standard 
deviations (SD) used to calculate cut-off scores for the RCSC criterion
Measure
Clinical 
(current sample 
pre-intervention) Non-clinical
Reliability
co-efficient
M (SD) M (SD)
Cronbach’s
alpha
CORE-10 17.41 7.95 4.70 a 4.80a 0.82*
HADS -  Anxiety 1 0 . 6 6 5.01 6.14 b 3.76 b 0.83"
HADS -  Depression 10.96 4.91 3.68 b 3.07 b 0.82 =
GDS 8 . 6 6 4.31 1.28c 1.76' 0 .8 6 f
GAI
a 11 n T-& 11
11.70
b,
5.85 2.30“ 3.80“ 0.93 d
t .  i  \  C
Knight et al. (2004). d Pachana et al. (2007). E Bjelland et al. (2002). f Wuthrich & 
Rapee (2013).
SDs from the pre-intervention scores from the clinical population) were used to 
calculate RCI.
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Table A2. Summarising cut-off criteria for clinically significant and reliable change
Clinical significance criterion RCI
Measure
Pre-score must Post-score must 
be: be: Change score must be:
CORE-10 >10 <9 >6*
HADS -  Anxiety >9 <8 >6
HADS -  Depression >7 <6 >6
GDS >4 <3 >4
GAI >7 <6 >4
Note: * 1.28 was used instead of the usual 1.96 in the RCI formulae as instructed in 
the CORE-10 manual for briefer measures (Connell & Barkham, 2007).
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Appendix G: Brief written summary for the service
Summary of aims. The aim of the current study was to examine the
effectiveness of the psychological therapies service, in achieving its overall aim of 
supporting service users to recover from mental illness, through the psychological 
interventions it offers. Effectiveness was established by determining whether 
improvements following psychological treatment were significant, and if these were 
clinically significant and reliable using Jacobson and Truax’s method (1991). 
Summary of results. The number of clients who completed questionnaires at
both time points (pre and post-intervention) ranged between 61 (GAI), 62 (GDS), 77 
(HADS), and 80 (CORE-10). The current study found that participants significantly 
improved on anxiety, depression, and global distress measures following completion 
of a psychological intervention with the current service. These effects were 
considered to be large (Cohen, 1998). Reliable and clinically significant 
improvement (‘recovered’) can only be achieved if an individual’s score is in the 
clinical range pre-intervention. From this sub-sample, between 19.4% and 41.2% 
‘recovered’, and between 5.9% and 28.8% made improvements that were reliable but 
not clinically significant. On the CORE-10 most individuals ‘recovered’ (37.9%), 
and on the HADS-A, HADS-D, GDS, and GAI, most individuals remained 
unchanged (51.0%, 66.1%, 46.2%, and 40.0%). Specifically, just over a third of 
individuals on the CORE-10, HADS-anxiety, and GAI ‘recovered’, and under a third 
of individuals achieved this on the GDS and HADS-D, with the HADS-A yielding 
the highest recovery rate and the HADS-D yielding the lowest (please see Table 3). 
These data could suggest that the service is not as effective in reducing depression 
symptoms compared to anxiety or global distress, which highlights a need for further
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investigation to determine why this might be. Consistently, the category with the 
fewest number of individuals was reliable deterioration meaning that only a small 
percentage of individuals were considered to have reliably deteriorated. However, 
this is a very important finding since any psychological therapy aims to alleviate 
distress. In particular, those individuals who were not in the clinical group pre­
intervention and moved into it post-intervention are of key concern.
Conclusion and recommendations. The current study has identified an
estimation of rates of clinically significant and reliable improvement and 
deterioration on measures routinely administered by the service. These rates could be 
used as “standards” for future comparisons that can be developed with more data 
collection over time. There is some evidence in favour of the effectiveness of the 
psychological therapies effectiveness promoting one aspect of recovery from mental 
illness, reductions in distress and symptoms of mental health problems, although 
arguably to a lesser extent with depression symptoms. Furthermore, the current study 
also found that some individuals reported deterioration. The following summary of 
recommendations might help the service to evaluate the effectiveness of the 
psychological therapies service in the future and identify areas for service 
development to potentially improve service delivery:
• A primary recommendation would be to analyse the sub-sample of 
individuals who deteriorated in more detail to establish the extent of and 
possible cause of their deterioration.
• Continued data collections alongside improving data collection processes 
may enable analysis on a larger sample to continue, which could allow more 
rigorous assessment of causality and identification of individuals and aspects 
of therapy that are most associated with recovery or deterioration.
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• Consult service users to find out what constitutes meaningful changes for 
them and utilise these conceptualisations to develop a more holistic 
assessment of recovery.
• Use the findings from the reliable and clinically significant change analysis, 
to help develop realistic quantifiable aims for the psychological service for 
future comparisons.
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Final Reflective Account
On becoming a clinical psychologist: A retrospective, devel­
opmental, reflective account of the experience of training.
Year Three
Introduction
One of the governing principles of clinical psychology is “Do no harm” (pg. 
3, American Psychological Association, 2010). Doing no harm in the context of 
learning to put myself first, has been one of the greatest facilitators to both my 
personal and professional development. However, as this essay will outline, I found 
this very difficult to do. Firstly, I will describe how my making sense of self-criticism 
changed during training which acted as a catalyst to other areas of development, 
including being able to put myself first and integrate science and reflection into my 
clinical practice. The training programme also taught me about the reciprocal 
relationship between my personal and professional development, which I have 
attempted to illustrate throughout the essay.
Making sense of self-criticism
Most of my previous experience prior to training was in research. As a result I 
was very nervous about my clinical competence and ability to work psychologically 
with individuals. I gradually learnt to respond to self-criticism in different ways 
during training, which made significant differences to me and the way I practiced. If 
I remember correctly, I think that the way I first tried to understand where self- 
criticism came from was by drawing on a cognitive behavioural framework (i.e. 
Beck, 1995). In terms of self-criticism, I thought about what situation triggered self- 
criticism, what kinds of self-critical thoughts I had, and how this affected my 
emotions and physical sensations. I also considered how early experiences might 
have made me more vulnerable to self-critical talk. Frequent comparisons between 
myself and colleagues developed fears such as “I am an incompetent trainee clinical 
psychologist” and “My inexperience will mean I let my clients down”.
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As the first year progressed and my clinical experience grew, so too did my 
confidence. It is possible that in addition to having increased opportunities to apply 
CBT skills in a clinical setting, applying my knowledge about CBT into my personal 
life helped me to fight the self-criticism and develop my self-confidence. 
Psychological theory underpinning CBT self-esteem models, such as Fennell’s, lend 
support to this interpretation since they consider self-criticism to be negatively 
related with self-esteem (Fennell, 1997). Furthermore, therapists drawing on this 
framework encourage clients to shift their focus from their perceived mistakes, onto 
their strengths and achievements in an attempt to improve confidence (Fennell, 
2005). However, I think that the biggest antidote to self-criticism came from 
growing self-compassion, and in the next section I will explain how this came about 
and the impact of this on me both personally and professionally.
Growing self-compassion
As I moved towards the next stages of training, I was motivated to 
consolidate my growing skill set in CBT models and to learn about different 
approaches so that I could add more “tools” to my clinical “tool box”. I think that 
this motivation coincided with a growing curiosity about alternative evidence based 
therapies. I wonder if my emerging self-belief provided the foundation for this 
curiosity to grow. As I think back to that time now, I think that curiosity and self­
belief were working together to help make it possible for me to seek out 
opportunities to encounter different psychological models, and to learn about their 
application in psychological interventions. Consequently, during the second year of 
the training programme I drew on a wider range of psychological models compared 
to the first year, including systemic and compassionate focused therapy. For 
instance, I worked with a young man presenting with anger problems using a
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narrative approach (White & Epston, 1990). In my older adults placement most of 
the clinical work was informed by compassionate focused therapy ideas (CFT; 
Gilbert, 2005). In the CFT model, compassion embodies attributes such as wisdom, 
kindness, courage, and non-judgment (Gilbert, 2010).
As a result of these experiences, I witnessed how helpful growing self- 
compassion was for empowering individuals to take responsibility for their care and 
well-being. I also saw how effective this framework could be in tackling high levels 
of shame and self-criticism. Learning about compassionate focused therapy (CFT) 
also allowed me to take a different approach to addressing my self-criticism. Instead 
of viewing it as a weakness, and something that I had to overcome, I chose to face it 
and understand it. CFT integrates attachment and evolutionary theories, and 
therefore one of its core principles is that human beings evolved needs to be nurtured 
and cared for, and that early experiences of this form of looking after from our 
caregivers paves the way for emotional regulation to form (Bowlby, 1969; Panksepp, 
1998). Individuals with little experience of warmth, love, and being looked after 
during childhood are thought to find it difficult to regulate their emotions (Gilbert, 
2010). Consequently, a key focus in CFT is to consider the function of emotions. In 
relation to this framework, even self-criticism can serve a purpose. One way I 
attempted to make sense of self-criticism using CFT, was to consider how critical 
self-talk motivated me to work hard. This meant that at times I pushed myself in 
situations when others might have given up. Thinking back to the point made earlier 
about how curiosity and growing self-competence helped me to seek out 
opportunities, it is possible that self-criticism played a role in this too, by motivating 
me to do better. Acknowledging the potential strengths to self-criticism minimised 
some of its perceived threat, which helped me to start to accept this part of myself.
182
For my oral presentation at the beginning of the final year of training, I 
presented a case formulation using a CFT framework. I chose this primarily to 
illustrate my developing clinical skills in another psychological model. However, 
another aim of this presentation was to demonstrate how CFT helped me to grow 
self-compassion and how I was beginning to think about its application to promote 
well-being in the workplace for myself and others. Unfortunately I do not think that 
the presentation illustrated these aspects very well. I think that at the time of the 
presentation, I had not really developed in these areas as much as I previously 
thought.
However, as the third year progressed my experience of the oral presentation 
motivated me to learn more about the application of CFT in the workplace. For 
instance, I gave a presentation to the multi-disciplinary team about how we can use 
compassion to take care of our well-being, in an attempt to reduce stress and risk of 
vicarious trauma. Another cornerstone to CFT theory is that compassion can be 
trained, and one of the main ways this can be achieved is through simulating 
experiences of love and warmth. Activities that aim to foster compassion include 
breathing, imagery, and meditation exercises (Gilbert, 2010). The presentation gave a 
brief overview of CFT theory, and suggested possible activities that can be 
completed in the workplace. Clients working with their therapists within a CFT 
framework are encouraged to use their breath to simulate feelings of being soothed 
and calm. This is based on neuropsychological theory which indicates that engaging 
emotional regulation systems that are responsible for feeling soothed and cared for, 
can counteract feeling threatened or distressed (Cozolino, 2007; Siegel, 2007). Busch 
et al. (2012) found that deep slow breathing can reduce autonomic activity which is 
a branch of the nervous system that is activated under threat, yet conclusions from
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this research are limited to a small sample size (n=16). Furthermore, there is minimal 
additional research demonstrating the direct effect of breathing on neural activity. 
However mindfulness, a meditative practice that involves focusing on the breath, has 
been shown to be effective in reducing levels of anxiety attesting to the soothing 
effect of breathing-focused activities (Khoury et al., 2013).
Thinking about it now, the experience of this presentation led onto greater 
development than I previously thought. It gave me an experience of collaborative 
learning with different professions. For example, at the end of the presentation I 
invited my colleagues to offer their views on CFT and how applicable they thought it 
was to the work place. This discussion led onto generating ideas together about how 
to modify CFT activities in a fast-paced work environment. For example, a social 
worker suggested she could listen to relaxing music in the car between appointments, 
and a psychiatrist suggested focusing on your breath as you make a cup of tea. One 
of the key competencies that clinical psychology training attempts to foster in its 
trainees is the ability to use knowledge and skills to work effectively with systems 
around service users, including other care professions (British Psychological Society, 
2010). This was the first presentation that I truly embraced collaboration with other 
professions in an attempt to construct a narrative about using compassion in the 
workplace that would be useful for all. I think that this experience highlighted the 
importance I placed on the role that clinical psychologists can play in sharing their 
knowledge and skills with other professions, which is something that I will 
endeavour to uphold post-qualification.
Using mindfulness to learn how to put myself first
As mentioned earlier, during training I noticed beliefs about being competent 
forming, greater curiosity, and an increased commitment to using compassion to
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understand the stories of others. Training also highlighted to me the importance of 
taking care of your own well-being and that if I were to continue to help others; I 
needed to ensure that I helped myself first. CFT provided me with some tools to do 
this and motivated me to complete a mindfulness-based stress reduction (MBSR) 
course to continue to take care of my well-being. Another motivating factor was 
learning more about is application in a clinical setting, and I decided that gaining 
experience of mindfulness firsthand was one of the best ways to do this.
The MBSR course involved practicing meditation and noticing internal 
(emotions, thoughts, bodily sensations) and external (sounds, smells, sights etc.) 
experiences in a non-evaluative manner (Kabat-Zinn, 2003). Learning to respond, 
instead of reacting, to these experiences was a major component of the course based 
on Kabat-Zinn’s teaching (1994). Consequently, I gained a greater understanding 
about habitual ways I tended to react to certain situations, including how I interacted 
with other people. For instance, during a mindfulness meditation I noticed that I tend 
to hold tension in my jaw when I feel threatened or vulnerable, which I previously 
did not know before. As a result of this awareness, I was able to use this bodily 
sensation like a barometer in sessions to indicate when I was feeling vulnerable. I 
used supervision to monitor how using jaw movement helped release tension and 
what difference this made to my ability to be present in a therapy session. I think that 
being able locate where this anxiety stemmed from helped me to respond to it better.
Another thing that I discovered during this course was how unbearable I 
found putting my needs before others. For instance, I noticed during a mindfulness 
group session that the anxious bodily sensations I experienced in a particular difficult 
interaction between myself and a loved one, were connected to a belief I held about it 
being wrong to put my needs before theirs. Bringing this discovery up in
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supervision revealed to me a hidden resistance to truly embracing a self- 
compassionate approach. This coincided with a specialist placement that involved 
working with people who had experienced traumatic events. In this placement, 
developing and employing self-care strategies was essential to reduce the risk of 
vicarious trauma (Rothschild, 2006). For example, when I noticed thoughts about 
clients at home and tried to put them to one side, I would criticise myself for not 
caring. By adopting a mindful approach to this, I would tell myself in those instances 
that it was in my interest, and my clients, to try to leave these thoughts behind. 
Visualising that I was locking my thoughts away about each client as I made 
electronic notes really helped in this, and was a strategy I took from Rothschild’s 
book, “Help for the helper” (2006).
I think that without realising how challenging I found it to put myself first, 
would have meant that I found it increasingly hard to look after myself despite my 
best attempts. I think that knowing that I would feel anxious when I put myself first, 
offered me the choice to either respond to it in a more helpful way (i.e. use 
supervision to reflect on its impact in the clinical work and ways to overcome it) or 
to continue with my usual ways of reacting to it (i.e. judging myself). How can I 
work collaboratively with others when I find it difficult to differentiate between what 
is mine, and what is their inner world? I hope that improved awareness about my 
inner world translated into improved connections with clients, and a greater ability to 
draw on my skills and knowledge in the therapy room. There is anecdotal evidence in 
support of this, because I have received more feedback from clients about “being 
heard” and that they felt I was “really with them in the room” since completing the 
MBSR course. However, more formal assessment of the therapeutic relationship
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might have allowed for a more informed analysis of the impact of mindfulness on my 
clinical competencies.
When a close family member’s health deteriorated quite suddenly, this 
understandably placed a large strain placed on the family unit. This coincided with a 
very stressful period in the training course. What helped me to negotiate this 
challenging time was accepting that to be there for my family and loved ones; I 
needed to look after myself first. I think that this is another example of how 
development in the personal and professional realm mirrored each other during 
training.
Integrating reflection, science, and clinical experience
A central guiding philosophy of the University of Surrey clinical psychology 
training programme, which is in line with the pervading philosophy of the 
profession, is to produce clinical psychologists that embody the “reflective-scientist- 
practitioner” model (2011). This is defined as a clinical psychologist who effectively 
integrates theory, research, and practice, alongside applying a “reflective, rigorous, 
and flexible thinking to all aspects of professional clinical context” (pg. 1, University 
of Surrey, 2011). I think that the gap between science and practice was quite evident 
at the start of training. I wonder if this was partly due to my previous experience in 
research, which meant that I identified more with the science aspect of the 
profession. However, I think this essay has demonstrated that as training progressed 
there was emerging evidence in favour of my ability to join research skills with my 
developing competencies in the clinical application of a range psychological theory 
and research. I believe that my growing capacity to be reflective was instrumental in 
bridging this gap, as illustrated in the next two sections.
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One of the theories underpinning narrative therapy is that internalising 
problems can lead to shaming and blaming narratives, which often prevent 
individuals and those in their circle of care from accessing their strengths and 
resources (Morgan, 2002). I enjoyed using externalising questions during my 
experience of narrative therapy with service users, since this enabled me to adopt a 
curious and playful position to empower individuals to make sense of their 
difficulties (White & Epston, 1990). However, the narrative framework highlighted 
to me the possible ways that clinical psychologists can unintentionally contribute to 
problem-focused narratives. For instance, can inviting individuals to engage in a 
CBT framework which arguably requires focusing on internal problems, contribute 
to problem-focused discourses around clients and people in their circle of care. If so, 
what was the impact of this and how did I feel being part of it? This form of 
exploration was ultimately quite disheartening for me since it left me questioning the 
ethics of using a therapy that potentially contributed to people’s distress, by the way 
that it contributed to potentially disabling narratives.
However, using theory and research alongside clinical experience of using 
CBT to make sense of this in supervision, demonstrated to me that I could engage 
with CBT without contributing to disabling discourses. For example, I worked with 
my supervisor to draw on CBT ideas (thought, feeling, and behaviour cycle) to 
underpin a narrative piece of work with a young man that focused on externalising 
anger. In recent years there has been a theoretical shift in CBT whereby more 
emphasis is placed on focusing on emotions and acceptance in addition to cognitions 
and ways to control or master feelings. These CBT approaches are often referred to 
as “third wave” approaches (Hayes, 2004) and it could be argued that compassionate 
focused therapy can be considered to be one of them given its theoretical focus. The
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reason why I have chosen to comment on this in this essay is to illustrate the 
importance I place on considering the ways that clinical psychologists can contribute 
to problems by the way that they operate within a system. I hope that brining this into 
my consciousness will help to improve my awareness of this process post- 
qualification.
A new strategy developed by the Department of Health for organising the 
practice of care of health professionals in the NHS, is called the “Six C framework” 
(DOH, 2012). This framework endeavours to outline ways that care professions can 
organise their practice around six guiding principles: compassion, commitment, 
caring, competence, communication, courage. I think that another example of the 
interaction between reflection, science, and practice is through the way I applied my 
growing knowledge about and experience of compassionate focused therapy to make 
sense of how the “Six C” framework can be implemented in the NHS.
As mentioned earlier, I experienced difficulty embracing a compassionate 
approach without first turning the compassion inwards. I wondered how effective 
the “Six C” framework could be in achieving its goal of changing the culture of care 
professions, without first supporting professionals to learn about how to meet their 
needs and look after their well-being. Teaching and training might be one possible 
way to achieve this, and clinical psychologists could play a role in it. Consulting 
service users for their views on what constitutes compassionate practice would help 
to develop this training. However, given the current culture of service-cuts and 
increased focus on value for money, it may be difficult for services to find the 
resources to support such ventures. As I write this now, I notice how passionate I 
feel about finding ways to work with systems in the care profession, to ensure that 
both service users and professionals in their circle of care can be provided with
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opportunities to take care of their well-being. Given the importance of this to me, I 
expect that it will be one of the guiding philosophies behind my clinical practice 
post-qualification.
Final reflections
I hope this account illustrates the changes in my practice as a trainee clinical 
psychologist throughout the course, which include greater integration of reflection, 
science, and clinical experience into my clinical practice. Clinical psychology 
training helped reveal to me that being compassionate towards others was at the 
centre of my practice, but that I found it difficult to put myself first. Writing this 
assignment has illustrated to me how reciprocal the relationship between my personal 
and professional development has been during the training programme, and how 
important it is for me to continue to reflect on this post-qualification.
Reflecting on my experiences of clinical training makes me feel privileged to 
have been invited into other people’s lives and inner worlds. These experiences have 
helped me to acknowledge that my first duty as a clinical psychologist (pre and post­
qualification) is to myself, otherwise personally and professionally I could break. 
Alleviating suffering is ultimately at the heart of any therapeutic practice. Clinical 
psychology training has taught me to remember that compassion and empathy make 
for professionalism with a heart, and that a commitment to look after myself both 
now and in the future, will keep that heart pumping.
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Summary of Clinical Experience
Year One: Adult Placement Community Mental Health Team
Year Two: Community Team for People with Learning Disabilities
Year Two: Community Mental Health Team for Older People
Year Three: Specialist Trauma Placement in a Mental Health Service for Veterans
Year Three: Child and Adolescents Mental Health Service
193
Adult Placement: Community Mental Health Team. I delivered psychological 
interventions with individuals presenting with severe and enduring mental health 
problems, using a variety of therapeutic models including Cognitive Behavioural 
Therapy (CBT), Mindfulness-based Cognitive Therapy (MBCT) and behavioural 
approaches. I provided informal consultations with colleagues in the 
multidisciplinary team on the psychological formulation of presenting problems and 
co-facilitated a four-week inpatient CBT group. My role also included conducting 
psychological assessments of individuals referred to the service, in addition to 
neuropsychological assessments which informed treatment planning. I was involved 
in care planning which included attending reviews and sharing psychological 
formulations with service users, outside agencies, and multidisciplinary team 
colleagues. Other experiences gained included working jointly with psychiatrists, 
community psychiatry nurses and social workers in the multidisciplinary team and 
designing a research project that evaluated the recovery college.
Community Team for People with Learning Disabilities. I delivered direct 
and indirect psychological interventions with individuals and people in their support 
network using narrative, positive behavioural support, and CBT approaches. I 
conducted functional analysis observations to inform psychological assessment and 
formulation and risk assessments in collaboration with multiagency and 
multidisciplinary professionals. I consulted colleagues in the Safeguarding team as 
appropriate and gathered information from people in service-users’ circles of care to 
inform psychological assessments and formulations. I provided training to residential 
home staff across the borough about challenging behaviour from a psychological 
perspective. I presented to the psychology team about the use of CBT with people 
with learning disabilities. I conducted assessments that followed a positive
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behavioural support approach to develop psychological formulation of challenging 
behavior and provided consultation on management of these behaviours. I conducted 
neuropsychological assessments to assess eligibility for the CMHT, and to inform 
interventions and care planning. I worked creatively and collaboratively with Speech 
and Language therapists in the CMHT to tailor interventions to address individual 
needs of service users. I provided consultation on conducting research projects to a 
local research group run by service users. I also conducted a research project to 
inform service planning that involved gaining views from people with autistic 
spectrum conditions and their carers about support needs.
Community Mental Health Team for Older People. I delivered direct and 
indirect psychological interventions with individuals and their support network using 
a range of therapeutic approaches, including CBT, behavioural, and compassion 
focused therapy (CFT). I conducted informal consultations with multidisciplinary 
team colleagues about the psychological formulation of presenting problems and was 
the lead psychologist for an eight-week cognitive skills training group for older 
people with dementia and their carers. Conducting psychological and 
neuropsychological assessments (e.g. dementia) to inform treatment planning and 
formulations formed a major part of my role. I gave a presentation to colleagues in 
the CMHT about using CFT to for self-care. I gained experience of service provision 
by conducting a service evaluation of the psychological therapies service.
Specialist Trauma Placement in a Mental Health Service for Veterans. I 
delivered one-one psychological interventions with individuals diagnosed with 
Posttraumatic Stress Disorder (PTSD) using trauma-focused psychological models, 
including Cognitive-Therapy CBT and compassion focused therapy for trauma. I 
conducted informal consultations with multidisciplinary team colleagues about the
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practical and emotional support for people experiencing flashbacks. Additionally, I 
co-facilitated and led psychoeducation and CBT groups for psychological problems. 
I was also involved in the protocol and material development for these groups. Other 
experiences included: supervising assistant psychologist on research work; 
conducting risk assessments using structured tools; and presenting case-formulations 
in group supervision and multidisciplinary meetings. I also collaborated with service 
users to develop a feedback questionnaire used regularly by the service and 
conducted a literature review about the use of yoga for trauma.
Child and Adolescent Mental Health Service. I delivered direct and indirect 
psychological interventions with young people and their support network using a 
range of therapeutic models, including CBT, behavioural, systemic, solution focused 
narrative and compassion-focused approaches. I conducted psychology assessments 
using a developmental and attachment perspective through a variety of means 
including: school and home observations, discussions with family members and 
teachers, and functional analyses. I also conducted neuropsychology assessments for 
developmental disorders, learning disability, attachment difficulties, and executive 
dysfunction and was involved in risk assessments for young people in crisis. 
Forming part of the reflective team in both the solution focused therapy and family 
therapy clinics, where I was also the lead therapist for two families, were major parts 
of my role. I supervised an assistant psychologist in clinical and research work and 
co-designed a CBT group for adolescents with anxiety, which included developing a 
treatment pathway and group materials in line with the existing evidence base.
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Summary of Assessments
Year I Assessments
P r o g r a m m e  C o m p o n e n t ASSESSMENT TITLE
Fundamentals of Theory and 
Practice in Clinical Psychology 
(FTPCP)
Short report of WAIS-III data and practice 
administration
FTPCP -  practice case report Psychological assessment of a 27 year old 
man with difficulties managing depressed 
mood and mania with psychotic experiences.
Problem Based Learning -  
Reflective Account
First year problem based learning reflective 
account: The relationship to change.
Research -  Literature Review Time perspective and wellbeing: A 
systematic review of interventions which 
aimed to improve wellbeing by altering time 
perspective.
Adult -  case report A neuropsychological assessment of a 50 
year old man concerned about mild memory 
difficulties.
Adult -  case report Treatment of a 69 year old woman presenting 
with obsessive-compulsive disorder using 
cognitive-behavioural therapy.
Research -  Qualitative Research 
Project
British people’s experience of making friends 
whilst living abroad: A thematic analysis.
Research -  Major Research 
Project Proposal
Examining the relationship between time 
perspective, trait mindfulness and well-being.
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Year II Assessments
P r o g r a m m e  C o m p o n e n t ASSESSMENT TITLE
Research Research Methods and Statistics test.
Professional Issues Essay Critique the use of CBT with people with 
learning disabilities.
Problem Based Learning -  
Reflective Account
Year two problem-based exercise reflective 
account “The Stride family”.
People with Learning Disabilities 
Case Report
‘Beating the volcano’: Narrative therapy with 
a 28 year old man with a mild learning 
disability who was referred for anger 
management.
Personal and Professional Learning 
Discussion Groups -  Process 
Account
Personal and Professional Learning and 
Discussion Group process account.
Older People -  Oral Presentation of 
Clinical Activity
Compassion focused therapy.
Year III Assessments
P r o g r a m m e  C o m p o n e n t ASSESSMENT TITLE
Research - SRRP An evaluation of the psychological therapies 
service in a community mental health team for 
older people.
Research -  MRP Portfolio Balanced time perspective as a mediator of the 
relationship between mindfulness and 
subjective well-being: A cross sectional study.
Personal and Professional Learning 
-  Final Reflective Account
On becoming a clinical psychologist: A 
retrospective, developmental, reflective 
account of the experience of training.
Specialist -  Case Report Trauma-focused cognitive behavioural therapy 
for combat-related posttraumatic stress 
disorder with a 30 year-old male veteran.
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